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Is there a struggle for leaclership? 
What effect clois it have on other group 
members? 

Ill Styles of Influence. Influence can take 
many forms. It can be positive or negative ; 
it can enli^^t the support or cooperation of 
others or alienate them. How a person 
attempts to influence another may be the 
crucial factor determining how open or 
closed the other will be toward being in- 
fluenced. Items 10 through 13 are sugges- 
tive of four styles that frequently emerge 
in groups, 

lO, Autocratic 1 Does anyone attempt to 
impose his will or values on other 
group members or try to push them 
to support his decisions? Who evalu- 
ates or passes judgment on other 
group members? Do any members 
block action when it is not moving the 
direction they desire? Who pushes to 
**get the group organized?'- 

IL Peacemaker: Who eagerly supports 
other group members' decisions? Does 
anyone consistently try to avoid con- 
flict or unpleasant feelings from being 
expressed by pouring oil on the 
troubled %vaters? Is any member typi- 
cally diflferential toward other group 
members— gives them power? Do any 
members appear to avoid giving neg- 
ative feedback^ i.e.^ who will level only 
when they have positive feedback to 
give? 

12. Laissez faire : Are any group mem- 
bers getting attention by their appar- 
ent lack of involvement in the group? 
Does any group member go along with 
group decisions without seeming to 
commit himself one way or the other? 
Who seems to be withdrawn and un- 
" " involved; who does not initiate activ- 
ity, participates mechanically and 
only In response to another member's 
questions? 

18. Democratic: Does anyone try to in- 
clude everyone in a group decision or 
discussion? Who expresses his feel- 
ings and opinions openly and directly 
without evaluating or judging others? 
Who appears to be open to feedback 
and criticisms from others? When 
feelings run high and tension mounts. 
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which members attempt to deal with 
the conflict in a problem-solving way? 

IV Decisionmaking Procedures, Many kinds 
of decisions are made in groups without 
considering the effects of these decisions 
on other members. Some people try to Im- 
pose their own decisions on the group, 
while' others want all members to partici- 
pate or share in the decisions that are 
made. 

14. Does anyone make a decision and 
carry it out without checking with 
other group members (self-author- 
ized) ? For example, he decides on the 
topic to be discussed and immediately 
begins to talk about It. What effect 
does this have on other group mem- 
bers? 

15. Does the group drift from topic to 
topic? Who topic-jumps? Do you see 
any reason for this in the group's 
interactions? 

16. Who supports other members' sug- 
gestions or decisions? Does this sup- 
port result in the two members de- 
ciding the topic or activity for the 
group (handclasp)? How does this 
affect other group members? 

17. Is there any evidence of a majority 
pushing a decision through over other 
members' objections? Do they call for 
a vote (majority support) ? 

18. Is there any attempt to get all mem- 
bers participating in a decision (con- 
sensus) ? What effect does this seem 
to have on the group? 

19. Does anyone make any contributions 
which do not receive any kinds of re- 
sponse or recognition (plop) ? What 
effect does this have on the member? 

V Task Functiom, These functions illustrate 
behaviors that are concerned with getting 
the job done, or accomplishing the task 
that the group has before them, 

20. Does anyone ask for or makG sugges- 
tions as to the best way to proceed or 
to tackle a problem? 

21. Does anyone attempt to summarize 
what has been covered or what has 
been going on in the group? 

22. Is there any giving or asking for facts, 
ideas, opinions, feelings, feedback, or 
searching for alternatives? 
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23. Who kueps thu Kruup on target? Who 
prevents topic-jumping or going off 
on tangents? 

VI Mainlcnaiwe Fitnclioris. These functions 
are important to the morale of the group. 
Thoy niaintain ^aocl and harmoniouB work- 
ing reh'itionshipH among the members and 
create a group atmosphere which enables 
each member to contribute maximally. 
They insure smooth and efFective team- 
work within the group. 

24. Who holpj^ others get into the discus- 
sion (gale openers)? 

25. Who Lait.s off others or interrupts 
them, (gate closers) ? 

26. How well aru members getting their 
ideas across? Are some members pre- 
occupied and not listening? Are there 
any attempts by group members to 
help others clarify their ideas? 

27. How are ideas rejected? How do mem- 
bers react when their ideas ai'e not 
accepted? Do members attempt to 
support others when they reject their 
ideas? 

VII Grrmp AtmOdphere, Something about the 
way a group works creates an atmosphere 
which in turn is revealed in a general im- 
pression. In addition, people may differ in 
the kind of atmosphere they like in a 
group. Insight can be gained into the at- 
mosphere characteristic of a group by 
finding words which describe the general 
impressions held by group workers. 

28. Who seems to prefer a friendly con- 
genial atmosphere? Is there any at- 
tempt to suppress conflict or unpleas- 
ant feelings? 

29. Who seems to prefer an atmosphere of 
conflict and disagreement? Do any 
members provoke or annoy others? 

30. Do people seem involved and inter- 
ested? Is the atmosphere one of work, 
play, satisfaction, taking flight, slug- 
gishness, etc? 

VlllMembcrBhip. A major concern for group 
members is the degree of acceptance or in- 
clusion in the group. Different patterns of 
interaction may develop In the group 
which give clues to the degree and kind of 
membership, 

31. Is there any subgrouping? Sometimes 
two or three members may consist- 
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tently agree and support each other 
or consistently disagree and oppose 
one another. 

82. Do some people seem to be '-outside'' 
the group? Do some members seem to 
be "in?'' How are those ''outside'' 
treated ? 

83. Do some members move in and out of 
the group, e.g., lean forward or back- 
ward in their chairs or move their 
chairs in and out? Under what con- 
ditions do they come in or move out? 

IX Feelings. During any group discussion, 
feelings are frequently generated by the 
interactions between members. These feeU 
ingSj however, are seldom talked about. 
Observers may have to make guesses based 
on tone of voice, facial expression.^, ges- 
tures, and many other forms of nonverbal 
cues. 

34. What signs of feelings do you observe 
in group members: angeif; irritation, 
frustration, warmth, affection, excite- 
ment, boredom, defensiveness, compet- 
itiveness, etc? 

35. Do you see any attempts by group 
members to block the expression of 
feelings, particularly negative feeU 
ings? How is this done? Does anyone 
do this consistently? 

X Norins. Standards or ground rules may 
develop in a group that control the behav- 
ior of its members. Norms usually express 
the beliefs or desires of the majority of the 
group members as to what behaviors 
shQiM or slmdd not take place in the 
group. These norms may be clear to all 
members (explicit), known or sensed by 
only a few (implicit), or operating com- 
pletely below the level of awareness of any 
group members. Some norms facilitate 
group progress and some hinder it 

36. Are certain areas avoided in the group 
(e.g., sex, religion, talk about present 
feelings in group, discussing the lead- 
er-s behavior, etc.)? Who seems to 
reinforce this avoidance? How do they 
do it? 

37. Are group members overly nice or 
polite to each other? Are only positive 
feelinffs expressed? Do members agree 
with each other too readily? What 
happens when members disagree? 
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38. Do you seo norms operating about par- 
ticipation or the kinds of questions 
that are allowed, e.g., "If I talk, you 
must talk- ' ; "If I tell my problems you 
have to tell your problems.'- Do mem- 
bers feel free to probe each other 
about their feelings ? Do questions 
tend to be restricted to intellectual 
topics or events outside of the group? 

ROLE PLAY OF A BEGINNING GROUP 
IN A NURSING HOME 

(Adilphi Univiriity) 

Goal: To help trainees think about how 
groups begin, roles people play in groups and 
the role of the group leader. 

Time Required: One hour. 

Process: Roles are passed out at random to 
9 people. The number may be changed by hav- 
ing more than 1 of certain roles. Two facilita- 
tor roles are assigned. 

If the class is large the group is divided, with 
an inner cirele being the role play and the outer 
circle observing. Observers are asked to observe 
particular participantB as well as the total 
group Interaction. 

The role play is done twice, with process dis- 
cussion after each experience. The outer circle 
becomes the participants the second time. Fif- 
teen minutes should be allowed for the role 
play and about the same amount of time for 
process discussion. 

Participants do not read their assigned role 
to the group until after the role play has been 
completed. They are instructed to play their 
role any way they feel comfortable and not to 
be afraid to have fun with it. 
Qitestians for Dwcussioii 

1. Did the group interaction seem rea^? . 

2. Do you think we see these various types of 
people in groups? 

3. Was the facilitator helpful to the group 
process ? 

4. What are the advantages and disadvantages 
of co-leaders? 

5. What ideas does this give you in thinking 
about how^ you might begin your own 
group? 

ROLES 

This is the first meeting of a patient group 
whose purpose is to organize a current events 
discussion group. You are a staff member who 



has helped to bring the group together. There 
is one other staff member working with you, 

This is the first meeting of a patient group 
whose purpose ia to organize a current events 
discussion group. You are a staff member who 
has a sensitivity to the HOctcd-emoUonal tone of 
the meeting. You try to keep things going 
smoothly and to mediate all possible disagree- 
ments and problems. ^ ______ 

This is the first meeting of a patient group 
whose purpose is to organize a current events 
discussion group. You are a member who is 
afraid of new ideas and fiKl'ts strongly against 
them.. You generally react with criticism^ dis- 
agreement or hostility- 

This is the first meeting of a patient group 
w^hose goal is to organize a current events dis- 
cussion group. You tend to be a very with- 
drawn person, who shows his hostility in 
quietly subtle ways. 

This is the first meeting of a patient group 
whoRu purpose is to organize a current events 
discussion group. You are a task-orUnted mem- 
ber, anxious to keep the group working on its 
goals and not to be sidetracked. 

This is the first meeting ^^f a patient group 
w^hose purpose is to organize a current events 
discussion group. You are a pretty self-ceiitered 
member and tend to put personal goals above 
group goals. 

This is the first meeting of a patient group 
whose purpose is to organize a current events 
discussion group. Y^u are a very depeiident 
member who tends to look to others for support 
and advice. You may tend to make irrelevant 
remarks. 

This is the first meeting of a patient group 
whose purpose is to organize a current events 
discussion group. You tend to be quite opinion- 
ated and airgressive about your ideas. 

PAMILY ROLE PLAYi PRIADMISSION CRISIS 
(Adilphi Univariity} 

By Joan Fiorello, M.S., R.N. 
Sitiiatioyh 

This is a meeting that takes place between 
staff members, a patient, Mrs. Nathanson, and 
members of Mrs. Nathanson^s family, regard- 
ing her admission to a small, private nursing 
home. 
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MRS. NATH ANSON 

You are a 75 year uld widuwed Juwinh wonian 
who had a stroke 6 months mo^ You cun- 
not Hpeak but understand what is huppening 
around you. You regret the fact that you and 
your hUBband cut oflf all ties with your elder 
son when he married a girl from a Catholic 
family 20 years ago but you do not know how 
to oxpreHB it after all this time, 

NURSE 

You are a nurse^ employed by a small private 
nursing home, You uiul a social worker come to 
the home of a 74 your old widowed woman who 
had a .stroke G months ago. You and the social 
worker have come to decide whether Mrs. Na- 
thanHon should bo admitted to the institution 
for which you work and to help make the linan= 
cial arranKcmentH, 
YI^AR OLD SON 

You are a 39 year old man whoHo 75 year old 
widowed mother suffered a stroke 6 months 
ago. You and your younger sister have docided 
she must be placed in a nursinK home and re^ 
ceive the best of care. You and your sister have 
paid for around4he^clock help to keep your 
mother at home for several months. You are 
embarrassed about approaching your 41 year 
old successful rich brother about helping with 
the co.^L since yau have not spoken to him in 20 
years. 

4/ YRAH OU) SON 

You are a 41 year old successful business- 
man. Twenty years ago you were put out of the 
family circle when you married a girl from an 
Irish Catholic family. Your Jewish parents 
were very upset and said they never wanted to 
see you again. Over the years you have written 
to your parents but have always received letters 
back unfipened. You feel sad and bitter about 
this. 

Your father died several years ago and your 
mother had a stroke 6 months ago. Your 
brother and sister have recently called to tell 
you this news because mother will have to be 
placed in a nursing home. They d(j not want to 
accept "chmaty'' in the form of Medicare or 
welfare payments but cannot afrord to pay the 
costs without your help, 
SOCIAL IVORKKR 

You are a social worker employecl Ijy a small 
private nursing home. You and a nurse have 
come to the home of a 75 year old widowed 



woman who had a stroke 6 months ago. You 
and the luirse have come to the home to decide 
whether Mrs. Natlianson should be admitted to 
the institution for which you work and to help 
them make the financial arrangements. 

;i7^yEAR OLD DAVGHTKR 

You are a 37 year old woman with five small 
children whose widowed mother had a stroke 6 
months ago. You and your older brother have 
decided she must be placed in a nursing home. 
You and your brother have asked an older rich 
brother to help with the cost. You feel your 
purents were right to throw him out of the 
family twenty years ago when he married a 
Catholic girl against the wishes of your Jewish 
paronts. Your approach to him is therefore 
that this is a purely business arrangement and 
d«)t>s not mean you like him or want him back 
iu the family again. 

3r^YRAR OLD dau(;htlr^in^law 

You are the 37 year old wife of a successful 
businessman. Twenty years ago you married a 
man from a Jewish family against the wishes 
of your Catholic parents. His parents have 
nevei' comnuinicated with you since your mar- 
riage. Your own parents have accepted their 
son=in-law to a certain extent but relations are 
strained. Recently you have been thinking of 
separating from your husband because of sex- 
ual iind other prcjblems. Now that your three 
teenage children are close to grown up you 
would like to nud^e a nesv life for yourself. But 
you are not (piite ready to leave and feel you 
must help your husband through this episode, 
ffis bi'other and sister have recently ap- 
proached him about helping to pay the cost of 
private nursifig homo care for their widowed 
invalid mother. 

ROLE PLAY: CHANGE 
(Adelphi University) 

By Joan Fiorollo, M.H.. H,N, 
.S7rr/1770.V 

Ficcently several ineideiits have occurred on 
this goriatric unit. Yesterday a man who has 
been a resident here for a few months threw 
his bruakfast tray at the physician and said he 
was not going to eat any more of this cold, 
tasteless food. 

A wonuui resident who has been here for a 
year has become very (luiet and refuses to eat. 
Last night a tiewly admitted man wub found 
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trying to haiig hiniHolf from tlio shower rod 
with his belt. 

You are a 35 year old female social worker. 
Whin you came to work at this institution 2 
yaarB ago you thought you would bo able to run 
groupf^ and develop relntlonships with patients. 
You are kept no hmy by paper work and rou- 
tine interviews with family menibers thnt you 
have not been able to do this. You'd like to see 
some changes but are not sure the nur.^u or the 
nurse asHlstantB can run groups. 

You are a twenty-two year old woman who 
works as a nurse assistant on this unit. You 
went to college for 2 years but left wheii you 
felt what you were learning was not relevant to 
what was happening in the worUk You have 
worked as a salesgirl, nfTiro clerk and for one 
year, at the po.^ition you now hokk You like 
working with people and are thinking about 
returning to school to learn how to do a better 
job at it. You have recently attended an eight- 
week group process course at a local univer?^ity 
and would like to start a group on this unit, 
The efTorts of the stafT nurse who went to the 
course with you have been met with resistance. 
You are thinking about how to proceed. 

You are the head nurse on thi^; 30 bed unit. 
You are a 32 year old divorcee. You have some 
ideas about making this a more interesting en- 
vironment fou patients and stafT, You really 
need this job because you are the sole support 
of 3 small children. The supervisor and admin- 
istrator have been very helpful to you in work- 
ing out a flexible schedule that allows you to 
spend maximum time with your children. 

You are a 60 year old male physician. You 
came to work at this institution 2 years ago be- 
cause you thought it would be an easier job 
than your full time private practice. You are 
planning to retire and move to Florida at the 
end of next year and want things to continue 
without any big problems until then. You be- 
lieve the elderly people in your care should be 
treated kindly and taken care of until they die. 
They have worked hard and .should be allowed 
to take it easy for the rest of their lives without 
any responsibilities. 

Several of your friends have died recently. 
You had a mild heart attack 6 years ago and 
are trying to live quietly. You are afraid of 
dying in pain and dying before you can enjoy 



your retirement but you arc ashamed of these 
feelings and diniH want to talk about them. 

You arc the administrator of this institu- 
tion. You are a 50 year old man. You have been 
invited to this team meeting by the head nurse. 
You would like to do what's best for patients 
and staff but have some conflicting feelings 
about the risks involved in allowing the resi- 
dents more responsibility for their own care. 

You are a 75 year old man who has been a 
resident of this unit for 2 years since you had a 
stroke. You can get around in a wheelchair. 
You have been elected to represent the resi- 
dents at this unit meeting. You ran your own 
haberdashery business for 80 years before re- 
tiring 15 years ago and were active in commu- 
nity groups. 

You are the staff nurse on this unit. You are 
a 45 year old woman who returned to work 
three years ago after being away from work 
and raising a family for 15 years. Now that 
your children are older you would like to do 
something interesting and rewarding yourself. 
You like working here but think you and other 
staff should j^pend more time with patients. Re- 
cently you and a nurse assistant from this unit 
have taken a course in group process. You 
would like to start a group with patients on 
this ward: You have made a few attempts but 
other staff members have been dkscouraging 
and you aren't sure of what to do next. Maybe 
this meeting is a good opportunity to try again. 

You are a 29 year old woman who is the di- 
etician for this unit. You are not too sure why 
you were invited to this meeting but are inter- 
ested in the patients and try to listen to their 
complaints and requests with an ooen mind. 
You have the vague feeling that often the com- 
plaints about food are not what the real prob- 
lem is but don't know what to do about it. 

You are a 45 year old male psychologist. You 
have a large private practice. You work for 
this institution four hours a week. You are not 
really interested in working with elderly peo- 
ple, they remind you of your aging parents and 
your problems with them. You are ambitious 
and believe that having this job listed on your 
resume will help your career with all the recent 
interest in the aging person. Sometimes you 
function as mediator in the team when differ- 
ing points of view are expressed. 
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Recom mendcttion {197 S) 

Training 

• Provide trainees with a glossary of tenriS 
used in training 

• AUampt to have all trainees take all courses 

• Attempt to include medical doctors as 
trainees 

• Come to grips with questions pertaining to 
risk versus letter of the law 

NnrBing Ho-nies 

• Provide onsite consultations 

• Encourage interagency visitations 

• Encourage short-role function changes 
within homes 

Evahiaticni Desigyi 

• Increase the number of alternate residents 
for postinterviews 

• Raise the significance level for measuring 
posiyve resident change from *05 to at least 
.10 

• Between preimpact and postimpact evalua^ 
tion, have a minimum time lapse of 6 months. 



Action (19U) 

^ Glossary written and distributed 

• All trainees were offered this opportunity 

• Only one trainee was a medical doctor 

• Not formally evaluated 



• Twenty nursing homes have had consultants 
of 1 or 2 half day(s) per nursing home 

^ Formally adopted as a cuvricular aspect of 
the first course 

• Not adopted as decided by project staff and 
trainers 

• Raised from 10 to 15 

• Acted upon 

• Completed in all cases. 
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LIST OF EQUIPMENT USED 

(A) Specialized tape recorder 

(B) Specialized goggles 

(C) Record "Getting Through" 



.5 Address of suppUbt 
Lomask Engineering, West Woods Road, 

Sharon, Conn, 
Pentagon Device Corporation^ 

21 Harriet Drive, 

Syosett, N.Y, 11791. 
1971, Zenith Radio Corporation, 

6501 W, Grand Ave. 

Chicago, III 60685. 
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IL Massachusetts Menta! Health Center and the Boston University 
School of Social Work, Division of Continuing Education 

NurBing Home Education Project, June 26, 1972— September 25, 1973 



MASSACHUSETTS MENTAL HEALTH CENTER 

Introduction 

Nursing honieB are institutions where people 
who are 111 and old are placed by their families or 
other agents in the community. Although they 
may adjust to life in a nursing home, there is 
little question that residents would rather live 
somewhere else. In addition to the implication 
that life is approaching its limit that living in 
a nursing home implies, most nursing homes 
are highly structured environments with little 
privacy. The staff know everything about the 
resident, including his background, the num- 
ber of visitors he has, the type of pills that he 
takes, and even the time of a bowel movement. 
Carlson * points out that for the aged person, 
removing the right to make decisions is a form 
of intellectual deprivation. Thus, although the 
nursing home may provide the beat possible 
physical care for the individual aged person, 
the high degree of structure makes for a lim- 
ited environment for the resident. 

Background 

Members of the staff of the Geriatric Unit of 
the Massachusetts Mental Health Center were 
especially concerned because its consultation 
services in nursing homes were revealing a def- 
inite need for greater understanding of mental 
health and the psychodynamics of aging. The 
staff of the unit believed that more social ori- 
entation in the medical model so narrowly foU 
lowed in many of the homes would improve the 
mental health of the residents* 

Clearly, our concern was to disseminate men- 
tal health principles throughout each home and 
from one home to another if better patient care 
in a more therapeutic milieu was to be achieved 
effectively. Better patient care could only be 
carried out by more sensitive and knowledge- 
able employees and administrators. 

Because there are 50 nursing homeg with 
3,000 beds in the Massachusetts Mental Health 
Center's catchment area, the staff of the Geri- 



atric Unit gave this project high priority. With 
more elderly mental patients being discharged 
by the mental hospitals to nursing homes and 
with the staff of these nursing homes turning 
to the staff of the Geriatric Unit for consulta- 
tions concerning handling and understanding 
behavioral dlfflculties, the preventive nature of 
such an educational approach was, especially 
attractive. 

Improved patient care by helping the em- 
ployee to comprehend the emotional needs of 
patients was the staff's primary objective, and 
to achieve this, it was believed that a compre- 
hensive educational program was essential for 
nursing home employees at all levels. Focusing 
on their attitudes and increasing their under- 
standing of the aging process, therefore, was a 
part of the primary objective. 

Furthermore, we recognized that State regu- 
lations required Inservice training in mental 
health for nursing home operators. We wished 
to direct the content of these inservice training 
programs because the content was not clearly 
defmed, and we believed that the time had come 
to incorporate more information in good men- 
tal health practices in these programs* 

Thi Pilot Progrim 

The philosophy, educational methods, and 
objectives which formed the foundation for the 
present project were an outgrowth of a pre- 
vious pilot program. In September 1971, the 
staff from the Geriatric Unit of the Massa- 
chusetts Mental Health Center had met with 
the staff of the Boston University School of 
Social Work, Division of Continuing Educa- 
tion, to discuss the development of a program 
for nursing home education in mental health. 
Although the staff of the Boston University 
School of Social Work agreed with the objec- 
tives of the Geriatric Unit, they added another 
dimension in their emphasis on training people 
in adult education theory and methods of teach- 
ing. Furthermore, both institutions recognized 
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the need to establish an educational process 
whereby those being trained would, in turn, run 
their own inservice prograins. 

The Boston University School of Social Work 
had a National Institute of Mental Health 
(NIMH) grant for the pilot project of training 
of trainers in mental health, and it was agreed 
that this was the direction in which we would 
collaborate. This agreenient led to the forma- 
tion of a committee of three to think through a 
proposal to train a select group of employees of 
nursing homes in mental health principles so 
they, in turn, could train others. 

Trainine Tiams Eitablishid 

After a 7-week training progTam for the 16 
faculty members, they were assigned in teams 
of four to go to the four different geographic 
units of the catchment area. The teams were 
composed of four physicians, four psychiatric 
nurses, four social workers, and four nursing 
home administrators (who were registered 
nurses). In these training sessions training ob- 
jectives were developed, methodology consid- 
ered, adult education theory discussed, and a 
curriculum was written for the six-session sem- 
inars. The teams were iiiterdisciplinary. 

Of the 158 persons attending, 124 persons 
from 35 nursing homes and corporations at- 
tended at least Ave of the six sessions and re^ 
ceived certificates. The curriculum included a 
consideration of mental health issues in all 
phases of nursing homelife, from referral and 
preplacement planning, through discharge, 
transfer, or death. Many persons attending the 
sessions agreed to establish similar programs 
in their own nursing homes, based on the con- 
tent of these seminars. 

Nursing Home Eduoation ProjiCt 

Because of the experience in the pilot pro- 
gram, when the Nursing Home Education Pro- 
ject by NIMH was awarded, we already had all 
the community contacts, plus commitments 
from a number of homes, to establish inservice 
training programs after we taught them how 
to teach. New homes, having heard of our pre- 
vious work, asked to participate and other in- 
stitutions—some general hospitals and some 
State hospitals—either wanted to refer nursing 
homes they were %vorking with to our sessions 
or wanted to observe our program directly. 

Although %ve wished to use the Massachu- 
setts Mental Health Center catchment area as 



the center for developing new curriculum and 
exploring teaching methods in depth, we also 
saw the need to expand beyond this small geo- 
graphic unit to stimulate other areas to develop 
nursing home inservice training programs. 

Subaontract to Boiton University Schooi 
of Social Work 

Although the contract specifled that the pro- 
gram was a collaborative one, the funds had 
been allotted only to the Massachusetts Mental 
Health Center. Therefore, the Massachusetts 
Mental Health Center drew up a subcontract 
with the Boston University School of Social 
Work to establish training programs for per- 
sons who agreed to teach in nursing homes in 
their catchment area. 

The Project Director 

The project director's role was defined as 
primarily administrative. In addition to the ad- 
ministrative duties, she would act as liaison 
with Boston University School of Social Work, 
to relate to the National Institute of Mental 
Health and the Massachusetts Mental Health 
Center, and to represent the project on a com- 
mittee composed of those professionals working 
on mental health continuing education projects 
in this area. This committee met monthly to 
discuss methods, techniques, philosophy, evalu- 
ation problems, and theories. We shared ex- 
periences and learned from each other. Our 
main concern was how to make continuing edu- 
cation an effective agent of change. The project 
director also taught in several workshops and 
led a number of small discussion groups. 

Advisory Committee 

To have adequate communications, to meet 
the nursing homes' needs, to establish good 
public relations, and to gain %vldespread sup- 
port, a new^ advisory committee made up pri- 
marily of nursing home representatives and a 
few key community people was appointed by 
the project staff. Several meetings were held 
during the year. 

Adult Eduaation Model 

In beginning the contract, we mutually 
agreed tHat philosophically we wished to con- 
tinue to base the project on the adult education 
model, in which those persons we trained would 
participate actively in the process. They would 
define their educational needs, establish their 
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learning goals, and their edueationnl contract 
within their personal lifestyle and within the 
organizational structure of their institutions. 
The faculty would be expected to be well versed 
in group dynamics and would use a variety of 
educational methods. Didactic input would be 
= only one of many methods. We recognized that 
all ndults taking the various seminars and 
workshopR would be bringing their accumu- 
lated knowledge, their life experiences, and 
their attitudes and prejudices to the workshops 
and seminars. If we were to bo able to teach 
effectively, these attitudes and prejudices had 
to be openly acknowledged and discussed. . 

Two teaching tracks and one demonstration 
project were ultimately adopted i 

1. Both in the Massachusetts Mental Health 
Center catchment area and in the seminars and 
workshops conducted by the Boston University, 
Ti'aining of Trainers courses were established. 
We believed insei vice training would be most 
effective and most continuous if a group of peo- 
ple, working either in nursing homes or closely 
with them, could be taught how to teach. They 
would then agree to teach in as many nursing 
homes as possible. 

The Massachusetts Mental Health Center 
trained 10 employees from nursing homes and 
did followup on all their groups; Boston Uni- 
versity had 48 professionals from four State 
hospitals and one VA hospital who participated 
' in the training sessions and then reached out 
individually or in teams to conduct inservice 
training programs in nurRing homes. Thirty 
such groups were formed. Thirty-seven per- 
sons were in t^ie Vermont workshops who, in 
turn, are now teaching in nursing homes. 
Fifty-one persons from the Massachusetts Nurs- 
ing Home Association attended a 1-day work- 
shop, and although we cannot say they are all 
planning to teach, a number indicated that 
teaching was their assignment. 

2. In the Massachusetts Mental Health Cen- 
ter catchment area, we departed from the exclu- 
sive Training of TmiJiers model, and, in addi- 
tion, had workshops and seminars for nursing 
home and hospital employees. 

3. Finally^ although not referred to in the 
original National Institute of Mental Health 
contract, a program previously established by 
the Geriatric Unit, MMHC, was expanded and 
incorporated— the demonstration of group 
therapy for residents In five homes to help the 



homes see the value of such an experience for 
the residents. One social worker, six social 
work students, two community nurses, and one 
attendant (Massachusetts Mental Health Cen-- 
ter) volunteered to co^Iead these groups. Super- 
vision was ofl^red by the project director and 
the head of the Comnuinity Nursing Depart- 
ment of the Miissachusetts Mental Health Cen- 
ter, who negotiated the establishmeiit of these 
groups with tfie administrators and head 
nurses of the five homes. 

In each group, a .stafr member of the home 
accepted the role of recorder as a way to ob- 
serve and to learn the group process in order to 
ultimately take over the group. Although 
each group had its unique problems arising out 
of institutional characteristics and the kinds of 
resideiits in the home, all but one had an inter- 
esting and positive experience. In fact, the 
leaders were enthusiastic and several groups 
were continued after the original leaders 
departed. 

The Massaphusstts Mental Health 
Centir Projtet 

The overall objective of this project was to 
provide a nursing home education program that 
focused on the mental health needs of the el- 
derly so that there would ultimately be some 
improvement in care and service to residents in 
long-term care facilities. 

The need for training in mental health prin- 
ciples was spelled out 'clearly during the pre- 
liminary planning phase of this program when 
a great deal of effort was put into outreach and 
community work. Invitations were given to 
staff of responsive nursing homes to participate 
on the Advisory Committee to the Nursing 
Home Education Project. The Advisory Com- 
mittee determined needs, suggested specific edu- 
cational areas, and approved final plans for the 
year-long educational undertaking that com- 
bined 1-day workshops, seminars, and individ- 
ual consultation, 

The real challenge for this project was to 
provide an educational experience for nursing 
homo staff that would have some real impact 
and staying power. Of course, this staying 
power is a problem that all educators face and 
has to do with many factors beyond the imme- 
diate teacher-learner interaction. Whether edu- 
cation can, in fact, be a powerful tool for 
change or not depends considerably on the edu- 
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cational model which is userl aiid on tho educa^ 
tional philosophy inhGrent in it. 

Although a variety of teaching methodK can 
be UBGd, foi' our purposes a small group dLscuH- 
Hion model was found to be the most HUcceBsfuI. 
The degree to which the participants (learn- 
ers) were involved in the group process seemed 
to determine the degree to which they were 
similarly engaged in the learning process. Ac- 
tive, verbal participation, mutual sharing of 
experiential knowledge, respect for each mem- 
ber's contributions, group determiiiation of ob- 
jectives and direction—all created an atmos- 
phere for experiential learning which appeared 
to have some real impact on the participants. 

The educational model itself, therefore, was 
a key factor in whatever successes we experi- 
enced during our year-long educational effort. 
In addition to the educational approach which 
was used, we made every effort to design and 
structure a program w^hich would meet the di- 
verse needs of the nursing homes in our catch- 
ment area. 

There were some 50 homes in our area, rang- 
ing from small, 22-bed converted single family 
homes, to 240-bed modern institutions with hos- 
pital facilities, day-care programs, and sheU 
tered workshops. Some homes saw practical 
value only in sending one or two staff members 
to occasional 1-day workshops for stimulation 
and *'some new ideas.'' Others were motivated 
to send staff (administrators) only to fulfill 
State licensing requirements, (Administrators 
must get credit for 16 hours of outside ap- 
proved adult or continuing education courses to 
have their facilities licensed yearly.) Still oth- 
ers saw great value in any kind of educational 
effort but w*ere hampered in their attempts to 
avail themselves of what %vas offered because of 
staff turnover, shortages, and emergencies 
which arose. 

Of the staffs from the 45 facilities in our 
catchment area which participated in the pro- 
gram in varying degrees, only 14 nursing 
homes registered for the seminar on How to 
Teach arul Set Up Inservice Education in NnrB- 
ing Homes. That is to say that most of the 
staff from the nursing homes participated in 
workshops and seminars that were designed; 
staffed, and implemented by an outsMt group 
(Nursing Home Education Project). The par- 
ticipants' only responsibility was to register 
and attend the How to Tmch seminar which 
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was designed to train a staff person from a 
facility to return to the facility and implement 
an internal ongoing inservice education pro- 
gram dealing with the mental health needs of 
the elderly. Of these 14, only 10 met the mini- 
mal requirements for enrollment. Of this start- 
ing group of 10, only 6 completed or were 
allowed to complete the seminar and were able 
to establish and carry 'nservice programs 
within their f^eiifEies, 

Despite the'attrition rate on this Trainino of 
TrnbinrH phase, it was considered important 
that \ve .structure a program that would meet 
the needs of those homes which were able to 
make a bigger training commitment and 
wi.shed to develop the capability of running on- 
going education programs within their own 
facilities. 

This twO"pronged educational approach will 
now be described in greater detail— first, the 
series of v nrkshops and seminars which pro- 
vided .stimulation and content and which fo^ 
cused on specific problem areas; second, the 
seminar to train nursing home staff to develop 
and teach inservice education programs. 

The overall program consisted of five 1-day 
work.shops, three 8-week sGminars (16 hours 
each), and one 12-^week seminar. 

One^Day Workshopi 

DEATH AND DYING IN A NVRSING HOME 

This workshop dealt with attitudes toward 
death and the way these attitudes interfere 
with the staff's ability to talk with and com- 
fort the dying person and his family. Small 
groups were formed to focus on two problems : 

1. Administrative procedures for dealing 
with death which reflect an awareness and sen- 
sitivity to the impact on other residents and 
staff. 

2. How to talk to the dying person. 
The initial presentation %vas given by a phy- 
sician ^ from the Tufts University Medical 
School and his presentation was followed by 
that of two nurse practitioners of the New Eng-^ 
land Medical Center. After the talks were 
given, three groups were formed, one for the 
administrators and two for caregivers. Tn the 
first group, policies in the homes concerning the 
handling of death and dying were discussed In 
some detail. 

The nurse practitioners leading the two 
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small groups of caregiverB stressed how to talk 
to the dying person. Both roleplaying and dis- 
cUHsion v^ere used in these groups to facilitate 
experiential learning. 

SC'venty-five participants from 32 different 
facUities attended. The participantK were made 
aware of the sometime.s critical role that they 
can play in the life of a dyinff person. 

MAXIM I ZING POTENTIAL FOR A 
GOOD NURSING HOME PLACEMENT 

In this 'workshop the problems of placement 
were considered and a careful examination of 
preadmission and postadmission practices were 
examined. Efl'orts were made to bring hospital 
and nursing home admitting staffs together. 

The objectives for this workshop were: 

1. To develop more effective placement pro- 
cedures and 

2. To develop betl .r communication between 
hospitals and nursing homes. 

The chief of Social Service of a local hospital, 
and the vice-president of the nursing home as- 
sociation and the director of a nursing home 
were the key resource people. Of the 54 per- 
sons attending this workshop, 21 reprtjsented 
13 hospitals in the area, and 33 were from 19 
nursing homes. 

After the initial morning session, the presen- 
tation focused on placement problems from the 
hospitars viewpoint and as seen by the admin- 
istrators of the nursing homes. In the small 
group discussions which followed, a careful ex- 
amination was made of current preadmis.sion 
and postadmission procedures. 

Although our objectiv^es were to develop more 
effective placement procedureH and better com- 
munication between hospitals and nursing 
homes, it was soon clear that these goals were 
unrealistic for a 1-day effort* Nevertheless, 
communication was opened up and the need for 
followup sessions became evident. Several ses- 
sions would be re(|uired to improve communi- 
cation to a pomt where a working committee 
could set in motion plans for more effective 
placement procedure.^. Actually, many of the 
professionalH present voiced the need for more 
dialog between the two types of institutions 
and expresBed a wish for future action in this 
direction. 

WORK WITH FAMILIES 

The way in which the nursing home HtafV 
relates and Involves the family in the continu- 



ing care of the resident affects the quality of 
living in a nurKing home. A faculty member of 
the Boston University School of Social Work 
made the prQ^entation. 

Most of the 50 perHons who registered were 
nurses or social workers. A few administratorH 
uIro jKirticipnted. Our chief objective was to 
help partictpant^ unficrstand that the way the 
.staff of the nurning home rehites to and in- 
volves the family in the continuing care of the 
re.sident greatly affects the quality of living in 
a nur.sing home. 

Emphasis during the discussion was on spe- 
cific technitiuuH for working effectively with 
familieH during the intake process and there- 
after, Roleplaying and small group discussions 
/were used in the afternoon to facilitate concrete 
problem solving in this area. 

PSYCHOPHA RMACOLOG Y 

Two workshops were held, one for physicians 
in the nursing homes of this catchment area 
and the other for all personnel in the nursing 
homeB. Of the G8 physicians who were invited 
i)y mail and with followup personal telephone 
calls, 39 registered and 31 actually attended. A 
co-director of the p.sychopharmacology labora- 
tory. Harvard Medical School, spoke on the use 
of psychotropic drugs for the elderly, their .side 
effects, and their interaction with other drugs. 
The participants were attentive but their ques- 
tions indicated that they were unfamiliar with 
much of the data offered. 

The .second l-day workshop on psychophar- 
macolojV; van held at a nursing home and was 
open to all nursing home personnel in the 
catchment area. Interest wan high among the 
persons who registered. The speaker was as- 
sisted in the discussion group sessions by two 
residents from the Massachusetts Mental 
Health Center, They discussed case material 
that had been prepared in advance from par- 
ticipating nursing homes. 

Although participants showed a great deal 
of interest and the material was well presented, 
the content seemed somewhat overwhelming to 
many of the nurses and nurses aides In attend- 
ancu. More time would be needed to give a 
staff a real working knowledge of the uses and 
side effc?cjts of psychotropic drugs. There was 
also consideralilo discussion of the communica- 
tion barriers between physicians and care- 
givers. Some sugg(BStion.s for remedy were of- 
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fered, but again more work and time were 
needed to overcome these difflculties. 

HOW DOES IT FEEL 

TO GROW OLD^REALLY? 

This session was presented by staff of the 
Equinox Institute, a private group focused on 
the issues of death and dying. Films, video 
tapes, songs, and discussions were all used to 
help participants focus on the feelings and per^ 
captions of older people. Packets of materials 
containing relevant stories, poetry, and mng 
lyrics were also distributed. Sixty4wo persons 
attended the workshop. Twelve elderly resi- 
dents from the nursing home participated ac- 
tively in the morning discussion. 

Used effectively, films, songs, and video tapes 
can stir up feelings, engage interest^ and stim- 
ulate discussion about matters which are often 
difficult to discuss and which occurred at this 
particular workshop. The response was posi- 
tive. In retrospect, however, we felt that the 
impact could have been heightened had we 
formed imaller groups for more intimate and 
thorough discussions. Again, so much material 
was presented that there was not enough time 
for indepth handling of it. 

Summaiy 

In summary, all our l»day workshops were 
successful if we look at the general response 
and interest evoked. If they were to be evalu- 
ated in terms of real Impact and staying power, 
however, they would, of course, fall short. It is 
important to see the value of 1-day workshops 
in realistic terms. They do not have long-lasting 
educational impact nor do they, in and of them- 
selves, create much in the way of attitudinal or 
behavioral change. They do, however, stimulate 
and provoke interest in a problem or subject 
area. They can bring people together and pro- 
vide an opportunity for social interaction, 
sharing of experience, exchange of ideas, and 
gaining of new knowledge. They can be used 
effectively to help generate the interest and mo- 
tivation for further learning. They can be ex- 
cellent public relations vehicles for developing 
an important sense of community among nurs- 
ing homes. To this degree, the monthly com- 
ing together of health %vorkers in the informal, 
serious, and semisocial atmosphere of a 1-day 
workshop can effectively reduce some of the 
isolation, stigma, and low self-esteem experi- 
enced by many^nursing home employees. 



These are all valuable credits and certainly 
justify the use of 1-day educational workshops. 
They must, however, be followed up by more 
sustained efforts if any real social change in 
the care and delivery of service to residents is 
to occur. 

Eight^Wiik Siminars 

The three 8-week seminars (2 hours per 
week) were scheduled to run in sequence, P^- 
ticipants were not required to take more than 
one 8-week seminar, but they were eligible to 
attend all three, A certificate from Boston Uni- 
vers^^ad Massachusetts Mental Health Cen- 
to^^ras^given to all who took two or more of the 
^-week seminars, and the Board of Registra- 
tion of Nursing Home Administrators for con- 
tinuing education credit approved 16-credit 
hours for the administrators of the nursing 
homes. Enrollment was limited to about 80 peo- 
ple in each seminar* 

BEHAVIOR PROBLEMS IN mRSING 
HOMES—A MENTAL HEALTH VIEWPOINT 

The content of this course centered around 
management problems. These problems are a 
continuous source of difflculty in most nursing 
homes. This phase describes any behavior which 
is disturbing to other residents or staff. Issues 
of sexuality, alcoholism, or psychological ad- 
justment were high on the list, 

The semJnar was designed to discuss major 
adjustment problems and to offer ways of cop- 
ing with them on two levels ' 

1. Immediate first-aid measures to deal with 
the crisis aspect of the problem, 

2, Preventive measures which go beyond im- 
mediate control and Involve an understanding 
of why people act the way they do given the 
physiological and psychosocial process of aging 
and the problems of adjustment to long-term 
institutional care. 

A psychiatric nurse with a'^h.D, in psy- 
chology and with wide experience in nursing 
homes and geriatrics was recruited to teach 
this seminar. Thirty-five persons enrolled rep- 
resenting 20 different nursing homes, ranging 
in size from 22 beds to 240 beds. Those who at» 
tended included 4 administrators, 14 directors 
of nursing and nursing supervisors, three 
nurses, two licensed practical nurses, and nine 
aides* 

In addition to dealing with general kinds of 
behavior problems and specific illustrations of 
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each major type of behavioi% the instructor 
spent considerable tirne focusing on staff needs, 
feelings, and attitudes which could critically 
affect the way in which one was prepared to 
meet patient needs and cope with patient and 
resident behavior. This emphasis on self» 
awareness and self-knowledge was extremely 
stimulating and exciting to some participants, 
although others were understandably threat- 
ened. 

Although most of the participants in this 
seminar evaluated the results positively, there 
were some negative reactions. It is unusual to 
be 100 percent successful with a group, particu- 
larly when dealing with dlfflcult and highly 
charged materiaL We felt that the group was 
too large, the setting somewhat uncomfortable 
and noisy, and the composition of the class too 
varied and changing. Before we realized what 
was occurring, a number, of persons who were 
unable to attend sent substitutes in their place 
each week. These substitutions resulted In a 
large, constantly changing group during the 
early sessions. These difficulties were caused by 
poor preliminary planning rather than by poor 
teaching* These problems were corrected by the 
time the next seminar started. 

GROUP TECHNIQVES IN WORKING 
WITH THE ELDERLY 

Because nursing homes are group living ex- 
periences in themselves, all who work in them 
can benefit from this type of course because the 
actual experience of a small group seminar can 
become a laboratory for learning. 

The objectives of the seminar were- 

• to increase the sensitivity of group process 
and dynamics 

• to develop speclflc techniques for group 
leaders 

• to know when to use group techniques and 
with whom to use them 

• to offer practical suggestions as to the kinds 
of activities that may encourage remotiva- 
tlon and involvement with others. 

Thirty-five persons from 21 different nursing 
homes registered for the seminar. The enroll- 
ment Included four administrators, seven di- 
rectors of nursing, seven aides, nine social 
workers, five nurses, and three licensed practi- 
cal nurses* 

* 35 



ESTABLISHING A THERAPEVTIC MILIEU 
IN NURSING HOMES 

The overall climate or atmosphere in the 
nursing home is important if residents are to 
make maximal use of care facUitles and main= 
tain healthy levels of functioning. The adminis- 
trative style and procedures determine the 
ways in which staff relationships function and, 
therefore, with the ways in which interper- 
sonal group living problems of residents are 
resolved. 

Thirty-four persons registered for the sem- 
inar from 21 different nursing homes. This 
seminar was open only to administrative and 
nursing home supervisory staff leveL We be- 
lieved that the exchange of ideas would be more 
candid if restricted to top level staff and that 
changes. If they were to come, would be facili- 
tated by Involving key administrative person- 
nel. Of the 84 persons registered, 14 were ad- 
ministrators and 20 were directors of nursing 
or nursing supervisors* 

A director of clinical social work and a 
clinical nursing supervisor of the geriatric 
service in a hospital co-led this seminar. 

When the seminar was planned, two assump- 
tions were held. First, that the overall climate 
or atmosphere In the nursing home is Important 
if residents are to obtain effective use of care 
facilities and maintain healthy levels of func- 
tioning; second, that the administrative style 
and process determine the way in which staff 
relationships function, and, thereforaj with the 
way in which interpersonal group living prob- 
lems and relationships of residents are handled. 

These assumptions formed the backdrop 
against which this seminar focused on the dy- 
namics of group life within an institution and 
Its effect on both staff and residents* In so 
doing, the group spent considerable time trying 
to understand their Institutions and milieu in 
terms of where their home belonged on a con- 
tinuum ranging from deinstitutionalized to 
highly instltutionallMd, The group analyzed 
the frequent contradictions or conflicts between 
planning therapeutic clinical changes and ad- 
ministrative interests. Lastly, efforts were 
made to understand and appreciate the conflict 
and competition between different levels of 
staff. It was clear from the exchange of ideas 
that conflict frequently causes staff to ignore 
each other and the estrangement does not allow 
for flexible use of skills. Sharp competitive 
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mechanical role distinctions militate against 
the development of a therapeutic milieu. 

This seminar started slowly. The two instruc- 
tors were not thoroughly comfortable with 
their co-leading roles and the material was too 
abstract for many of the participants* The two 
leaders did not provide enough initial Input for 
a group of this size* 

Because of poor presentation and complexity 
of the course content, a third of the members 
of the seminar had dropped out by the third 
session. For the 20 or so who remained, partici- 
pation was good and the evaluations they made 
were positive. Many of those who stayed with 
the course became intensely involved. 

As a result of this seminar, two homes ini- 
tiated a policy of having memberB of the staff 
meet with groups of families. Another home is 
planning to eliminate the wearing of uniforms, 
An administrator decided to develop a council 
for residents which encouraged residents to 
participate in home problems and decisions* 
Others spoke of attempting to change long- 
standing attitudes of staff members with a dif- 
ferent approach. 

HOW TO TEACH AND SET VP 
INSERVWE EDVCATWN IN NURSING HOMES 

The goal of this particular 12=week 2-hour 
seminar was to train personnel of nursing 
homes to set up and teach effective inservice 
education programs that emphasized mental 
health principles in the care and delivery of 
service to residents* 

The training included lectures, discussions, 
and structured experiences* The groups were to 
be small and experientially. based » and an on- 
site followup consultation was to be provided 
as needed. 

The seminar required a commitment from 
* participants to initiate an inservice education 
program in their nursing home at the comple- 
tion of the 12 scheduled sessions. Supervision 
and ongoing followup consultations were avail- 
able at whatever point this occurred* The sem- 
inar was open to any staff member who had 
been given the responsibility within his or her 
own facility to give inservice training. 

Of the 14 participants who came to a pre- 
liminary group meeting, two were social work- 
ers, one was an administrator, one was an aide, 



and 10 were nurses. Several persons were not 
accepted because they lacked adequate adminis- 
trative support or had so many internal staff 
problems that it would have been premature 
and unrealistic to attempt an inservice program 
at that time. 

Of the 10 homes from which staff were reg- 
istered in this seminar, representatives from 
two withdrew almost immediately. The reasons 
given involved staff leaving and resultant tem- 
porary shortages* Of the staff from the eight 
remaining homes, staff from two others also 
withdrew midway through the course. One of 
these persons when interviewed by our research 
assistant claimed that she "found the seminar 
personally useful, but our administrator feels 
that there are more important ways to spend 
staff time*" 

The staff of six homes completed the semi- 
nar. The group of nine persons (two each from 
three of the homes) consisted of one nurses' 
aide, one administrator, one licensed practical 
nurse, and six nurses* Attendance was excellent 
and the evaluation by participants positive. 

Each participant, despite the uniformity of 
the objective experience (everyone was exposed 
to the same material), perceived the training 
differently and valued it in terms of their own 
unique background and need* 

There were many indications that this as- 
pect of the program, could well be expanded* 
Several participants have completed their first 
series of training sessions within their homes 
and have held graduation ceremonies for their 
trainees, complete with certlflcates, speeches, 
food, and flowers. 

There is little doubt that this kind of educa- 
tional training, somewhat akin to an appren- 
ticeship experience, has both staying power and 
potential for long-range impact and change 
within the nursing home community* 

The total registration was 481 persons and 
the overall program involved staff from 45 
nursing homes, rriany of them participating 
more than once and iending more than one rep- 
resentative; 16 hospitals participated with rep- 
resentative staff; 49 visitors attended; and 18 
faculty persons and staff from the Nursing 
Home Education Project participated at all 
functions. 



III. Report of ths Boston University School of Social Work, 
Division of Continuing Education 



Introduetion 

The initial mandate for this project centered 
around developing a model to train nursing 
home staffs in the New England area in prin- 
ciples of geriatric mental health. Geographic- 
ally, we believed it would be impossible to offer 
mental health inservice training directly to 
nursing homes. Given our staff of one and our 
limited travel budget, we would have reached 
few people. 

Therefore, our initial efforts were focused on 
finding some way to reach a large number of 
nursing homes and devise some method so that 
the inservice programs we developed would 
continue after the 1-year grant was over. We 
talked with nursing home employees at all lev- 
els and became familiar with their needs and 
problems* Because State regulations are rather 
nonspeciflc about educational requirements, 
such progTams have low priority for nursing 
homes, most of which are proprietary. 

The other focus of our preliminary investi- 
gation and assessment of various possible mod- 
els was to examine the agencies which had on- 
going relationships with nursing homes. We 
expanded this notion somewhat as we pro- 
ceeded to include agencies which were not cur- 
rently involved with nursing homes but wanted 
to become involved in some way. 

A series of initial contacts %vere made which 
included the Departments of Mental Health in 
Massachusetts, Vermont, and Mainej as well as 
contacts in New Hampshire and Rhode Island, 
stemming from previous work that had been 
done by the Division of Continuing Education 
in these States. Through these contacts, we 
made some initial assessment of needs and in- 
terest. Several States, notably Maine, seemed 
to have several programs already in operation. 
Of the other New England States, Vermont ex- 
pressed the greatest interest and willingness to 
pursue possible programs. In Massachusetts, 
we began to explore more extensively the pos- 
sibility of developing programs with the State 
hospitals. 

As a result of numerous diacussions with 
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these various agencies, a model began to 
emerge, one based generally on the concept of 
Trainmg of Trainers which Boston University 
had previously developed, We believed we 
might have the greatest impact, both in terms 
of numbers and in terms of longevity, if we 
identified a group of mental health profession- 
als from these various hospitals and commu- 
nity mental health centers, and devised a pro- 
gram to train them how to teach. They, then, 
in turn could offer as part of their agency job, 
inservice training on mental health issues to 
nursing homes in their areas. This training 
would insure that a much greater number of 
homes would be reached on an ongoing basis 
than we could ever hope to accomplish if we 
tried to offer such inservice training directly* 

An intenRive curriculum on how to set up in- 
service programs in nursing homes, how to de- 
velop one's potential as a teacher, based on 
adult education methodology, was developed. 

We envisioned this seminar as a 12-week pro- 
gram, each session to run for 2 hours. Exten- 
sive followup was planned and a requirement 
for participation in the seminar was that each 
participant, during the course of the seminar, 
would develop and begin teaching an inservice 
program in a nursing home. This requirement 
was needed for two reasons. First, it would in- 
sure maximum benefit to nursing homes in that 
no one trained could use up a slot in our semi- 
nar and then decide they didn't have time to do 
the nurRinff home teaching or that they would 
do it at some vague future time. Secondly, it 
was educationally more productive to combine 
practice with theory and learn from real prob- 
lems rather than by hypothetical situations. 

The next step in the process was to offer the 
program to the various hospitals and centers 
we had contacted. We expected each institu- 
tion to send one or two people for us to train, 
resulting in a total group of 12 to 15 learners. 
Instead of designating one or two professional 
persons on the staff to participate in such a 
seminar, each hospital requested their own pro- 
gram. One hospital indicated that they hoped 
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we could eventually train 20 to 30 of their staff 
who would be able to offer nursing home in- 
service programs. 

Such a response is because the hospitals are 
placing more patients in nursing homes. This 
policy is in line with the current emphasis 
away from large centralized institutions and 
toward greater use of community-based facili- 
ties. Helping the community to develop the ex- 
pertise and knowledge to keep patients in nurs- 
ing homes or other community facilities, 
rather than dumping them back into the hos- 
pitals at the first sign of difflculty, is a role 
most of them are interested in pursuing. In 
addition most of the hospitals have contractual 
agreements for followup consultations with the 
nursing homes in which they have placed pa- 
tients for 1 year. It was the feeUng of the staff 
at several of the hospitals that if their staff 
could begin to offer ongoing continuing educa- 
tion to the staffs of nursing homes, a more solid 
base of knowledge would be established, and 
this knowledge would insure more appropriate 
use of crisis consultation. 

The result of these contacts was the develop- 
ment of five separate seminars. The seminars 
were held at the hospitals which are identifled 
by the letters A-E. 

Hospital A 

From its inception, the group from hospital 
A had a number of problems which continued 
to plague us throughout the sessions. The ini- 
tial communication from, the administrator to 
his staff was unclear, and it was not apparent 
until later in the sessions that we should have 
spent more time developing mutual definitions 
and exceptions. A great deal of time was ini- 
tially spent merely finding a time which was 
acceptable to everyone. 

This group was composed of a unit of young 
psychiatric community nurses and a second 
unit of older nurses and experienced aides. 
Both units were already involved in ongoing 
relationships with nursing hptnes in their 
catchment area, and both Rrqups were initially 
pleased to have contact with each other. An 
undercurrent of hostility, however, developed 
on the part of the younger nurses, fanned by 
one of their unit who was by turns sullen or 
openly hostile. A great deal of time was spent 
in trying to defuse this situation* There was, 
also, difficulty in finding an appropriate meet- 



ing space, and this problem, was never solved, 

Despite these drawbacks, however, a consid-. 
erable amount of material was covered with 
particular emphasis on practical speciflcs. Al- 
most from the beginning, each of the partici- 
pants had started a group; and although the 
initial sessions found them anxious, the actual 
teaching gave the participants a sense of con- 
fldence. Both units had decided that such teach- 
ing would constitute a regular part of their 
jobs and each nurse or aide was given ongoing 
responsibility for one or two homes in their 
catchment area. Most of the homes approached 
were responsive and programs started smoothly. 

The model presented stressed the need for 
administrative support and this support was 
easily obtained, possibly as a result of their 
previous relationship with a home. The com- 
munity nurses were more highly structured in 
their, initial approach, falling back often on 
nursing material. There was a considerable 
change, however, as things progressed and, 
when second groups were started, they were 
different—more learner oriented, informal, and 
geared toward mental health issues. The aides 
began more informally from, the start— two of 
them working as a team. The feedback from 
the home in which they taught was positive 
and they were asked to continue. The feedback 
from all the groups was positive and substan- 
tial progress was made in the nursing homes, 
particularly their views of inservice training 
which they now believed worthwhile in theoiT 
and highly desirable in practice. Ongoing fol- 
lowup unfortunately was not possible with this 
group because of time commitments. 

Hospital B 

Training in hospital B began with a large 
group of about 15 participants whose attend- 
ance was erratic. It finally stabilized at eight. 
The dropouts resulted, again, because of sched- 
uling problems and misunderstood expecta- 
tions. It became clear after beginning a num- 
ber of groups that the question of developing 
consensually validated expectations was criti- 
caL With this group, time was spent defining 
our purpose and goals— which resulted In sev- 
eral people deciding this training was not for 
them. What remained was a more homogeneous 
group clearly focused on nursing home in- 
service programs. Because members of the 
group also believed that they needed more men- 
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tal health content as well as teaching? niethotl 
each leanier selected a topic she was interestGd 
in pursuing and developed matevial which she 
later presented (taught) to the rest of the 
group, 

Stibsequent learning was structured around 
discussion and analysis of these teaching and 
learning presentations. We not only discussed 
content* but each person did some actual teach- 
ing with critical feedback in a comfortable sit- 
uation, Presentations ranged from fairly 
straight'forward presentations of niaterial to a 
beautiful dramatic dialog on deatli and dying 
which was written by two of the nurses in the 
class. 

Films and some basic sensitivity exercises 
were used by others. In general, the format 
was successful in that it combined the learners' 
two stated needs — for more content and 
method— in an integrated fashion. It also be- 
came an immediate laboratory for looking at 
the variety of relationships the teacher could 
have to the learners. This method seemed im- 
portant with this group as they were all ini- 
tially confused and uncomfortable with a 
teacher who didn't stand up front and lecture. 

Considering the initial resistance to a more 
informal shared teaching modeh the final re- 
sults with this group were gratifying. In tlie 
evaluation, they believed the objectives set for 
the seminar had been met, and each had been 
pleasantly surprised by how they were enjoy- 
ing their teaching expGricnces. Folio vvnp with 
this group was niainly by the telephone with 
individual persons. Each of the group nienibors 
came from a different unit or service and it 
was impossible to extend the group sessions 
past the 12 weeks originally contracted. 

Hospitil C 

The group at hospital C was initially in- 
tended to be interdisciplinary. The final result, 
however, was a group of social workers with 
bachelor's degrees, selected by the working 
contact at this hospital who was the Director of 
Social Service, Had it been po.ssible to ieach 
another group there (as had originally been 
planned), we would have worked through the 
Director of Nursing. 

This group proved to be one of the best in a 
number of ways. Although they luid all worked 
in the same unit for several j^ears, this experi- 
ence wm the first they ' had really had as a 



group. As they worked out their problems and 
issues in forming what was to become a cohe- 
sive, supportive team, we analyzed the proces- 
ses and translated them into nursing home 
terms. The time we spent working through 
some of their staffing problems also proved to 
bo a living laboratory on two levels. It was a 
most vivid ^lemonstration of the need to begin 
any learning experience, but most particularly 
one dealing with mental health, with what the 
learners defined as their pressing issues. Every- 
one agreed that had we forged ahead with a 
preplanned curriculum almost no learning 
could have taken place. 

Although this approach is one of the most 
dinicult concepts for new teachers to grasp, 
their problems proved most fortuitous. It was 
also a positive experience for them because it 
gave them a first-hand experience with a situ- 
ation which invariably comes up in every nurs- 
ing home— namely staffing and intrustaff issues 
or conflicts. Having worked through problems, 
they were better prepared for some of the 
issues w^hich cropped up over and overvas they 
began teaching. 

Because of scheduling difhculties, this group 
was not able to begin their groups until the end 
of the 12-week seminar. The delay caused anx- 
iety which, at times, was not productive. It is 
highly desirable to have the trainees begin 
their teaching experiences as soon as possible. 
This procedure insures that the learning is real 
anff problem centered, rather than theoretical 
or hypothetical. 

This group experienced considerable growth 
on three distinct levels, Almost all of the goals 
we had set in terms of cognitive knowledge 
%vcre achieved, despite the amount of time we 
initially spent on noncognitive problems. Enor- 
mous growth took place in their functioning as 
a staff group. This growth w^as especially evi- 
dent in terms of their teaching roles as they be- 
came mutually supportive of each other, acted 
as resources to each other, and were exceed- 
ingly productive in mutual problem solving. 
The results for the homes were more successful 
inservice programs, 

Manj^ of the group members also experienced 
a great deal of personal growth which had pos- 
itive effects on their role as teachers. Several of 
them worked in teams, and this teamwork 
tended to reinforce the learnings and the 
growth. The teams (in all five groups) were 
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self-solectecl and wnrkucl togethfir DxcccHlin^Iy 
well. During our evaluntion, they decicled that 
they wanted to continue nieetinjj as a group, so 
we duvelopcd monthly followup HCSsionH which 
were probleni-Holving clinics* These clinics 
proved effective and gave each nienibor greater 
confidence in their own groups. The knowlodgo 
that they had a place to come with their teach- 
ing probleniK gave them, a freedom to try things 
they might not otherwise have tried, It also 
pre vented them from being discouraged or 
from discontinuing teaching. 

It was also evident that many informal dis- 
cussions and much analysis went on during the 
month. Whenever a ''crisis'* would occur, they 
could telephone for consultation and support. 
The positive results from this group had many 
positive cfrectH outside the group as well. The 
staff atmosphere in their prime setting took on 
a more confident^ cohesive tonej and they ex- 
pressed feelings of being less isolated in their 
job setting. 

Hospital D 

The group iit hpsp.ital D was^ formed from 
self-selected members of their existing inter- 
disclpHnary community care unit. This unit 
had been functioning as a team for a number 
of years, and they were responsible for mak- 
ing all nursing home placements for VA pa- 
tients. Each member of the team covered 
specifically designated homes in terms of place- 
ment and followup. AH the group niembers 
were extremely knowledgeable about the homes 
they coveredj both in terms of the facility and 
the personalities of the staff and the availabil- 
ity of community resources. This group was 
most interested in seeing whether inservice 
training in the nursing homes would result not 
only in better patient care and more appropri- 
ate use of consultation, but also whether they 
could help some homes develop to the point that 
they would become appropriate placement po- 
tentials. Currently, there were numerous homes 
in their area in which they would not place 
patients because care did not meet their 
standards. 

This group moved quickly into the content 
of the seminar and seemed able to define issues 
and goals rapidly. This ability was attributed 
to the fact that they imd all worked, closely to- 
gether for many years. Discussions were 
.always lively and fast moving and they had 



little trouble with shared responsibility and a 
less diructive model of teaching. Several of 
them decided to do their teaching in teams and 
were suecesHfuK 

They began their teaching toward the mid- 
dle of our seminar and in the reniaining ses- 
sions used many of their '^problems'* to discuss 
and illustrate the material. They also began 
thinking in terms of other formats they might 
use to reach more nursing home administrators 
and educate them to the mental health needs of 
the patients, One-day workshops or special sem- 
inarH sponsored by the hospital were discussed* 
This group also spent considerable time defin- 
ing realistic objectives for their groups. This 
type of discussion is especially Important ai 
unrealistic goals seem to be one of the prime 
reasons many educational programs in nursing 
homes have fallen into disfavor. This down-to- 
earth approach was a particularly important 
step In their goal of bringing some nonstandard 
homes up to their standards. 

During our final evaluation the participants 
believed that we had met our stated objectives, 
as well as some unstated ones. They decided to 
continue meeting, and, therefore, we planned 
monthly group meetings for followup. Again, 
these were designed for problem solving and 
were found useful by everyone. The partici- 
pants were particularly enthusiastic about an 
unexpected result in their inservice training 
for nursing homes. They found that it helped 
them to learn the staff members and vice versa 
in a way which had not been possible previ- 
ously. These contacts seemed to be of mutual 
benefit and the participants saw all their con- 
tacts with the homes more productive as a re- 
sult of this indepth two-way understanding. 

HDipital E 

The final group at hospital E was the largest, 
composed of nurses and social workers. They 
had not previously participated in. ongoing, 
formal interdisciplinary effortSj and the results 
were a happy surprise for everyone. Many of 
the hospitals are plagued by Interprofessional 
rivalries and contacts with other disciplinei 
are strained. As a result of this seminar, the 
nurses and social workers in the group devel- 
oped open channels of communication and a 
high degree of comfort and trust. This open- 
ness had effects far outside the confines of the 
group. The directors of social service and nurs- 
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ing were so pleased that they are making ef- 
forts to continue this pattern in other areas. 

Defining expectations and becoming comfort- 
able with each other took a little longer with 
this group, but as a result of not rushing this 
phase, the work accomplished later was sound 
and unusually productive. The teams were usu- 
ally a nurse and a social worker which added to 
their comfort in teaching and offered the 
homes a well-rounded program. The unsolicited 
praise from nursing home directors about some 
of these teams was gratifying. There was one 
problem member of the class whose hostility 
and personal manner were difficult to deal with, 
and friction caused some probleniB in dealing 
with issues of group process in learning 
situations. 

Interestingly, when they began to redeflne 
their learning needs and goaIs» they pinpointed 
the dynamics of small group processes as a 
learning need* The group, in a similar fashion 
to the group at hospital C, changed and pro^ 
gressed dramatically during the course of the 
seminar. Cognitively, they felt they had learned 
much and the level of operation of their groups 
demonstrated this. Affectively, they also grew 

in terms of a sense of self-confidence and 

willingness to risk themselves in trying new 
methods and in terms of their cohesiveneHS as 
a group. They became concerned, supportive, 
and creative in their relationships with each 
other. Many of the members who had initially 
resisted participation in the seminar now were 
the ones who were most interested in flnding 
ways to continue their meetings. As with sev- 
eral of the other groups, we scheduled monthly 
followup sessions after the 1 2-week period waH 
over. 

Training Impaot and Rssults 

In assessing all the impact and results of 
these groups, it is evident that it was u positive 
experience for all concerned, It is clear that the 
need and interest on the part of the homes are 
present. Although there are certainly mariy 
homes which are not interested in inservice 
training, so many were hungry for our typo of 
project that wo had more applicants than we 
could possibly manage, PoBHibly those homes 
which were not Interested need this typo of 
training the moat, but that would neceHHltuto a 
project whose prime focus was not on the 
actual training but on working svith adminls= 



trators to bring them to the point where they 
could begin to see that they might possibly 
benefit from further training* 

The model of training trainers was effective, 
as we reached a far greater number of homes 
than we could have any other way. Involving 
existing Institutions was also productive, as 
they are all intending to continue offering 
programs to the nursing homes. It also seems 
clear that this involvement will enhance the 
communication and rapport between hospitals 
and nursing homes. 

Nearly all the hospital staffs who partici- 
pated were enthusiastic about teaching and 
planned to continue. They were interested in 
further training, and it was gratifying to see 
how much progress they had made. 

Workshops 

The other part of Boston University's project 
centered, around several workshops which were 
oft^ered in Vermont and Massachusetts. 

In Vermont, wo established contact with the 
State Department of Mental Health and the 
directors of their 11 community mental health 
centers. After proposing several plans, a plan- 
ning committee was selected and we began 
working toward a 3-day workshop. The direc- 
tors all felt that they were, for the most part, 
doing little to service the elderly in their areas 
and that this program would provide the gentle 
nudge which would propel them in that direc- 
tion. To this end, they designated one or two 
people from each of their staffs to be trained. 
We made it clear that those persons trained had 
to begin inservice training In nursing homes. 
Vermont has a particular problem in that many 
of the homes are not licensed nursing homes 
but unlicensed boarding homes. Some attempt 
hud been made to. reach boarding home opera- 
tors but without, success. 

Several planning meetings were held at- 
tended by the original planning committee^ 
which had been designated by the community 
mental health center- directors. These were 
people who, for the mo.st part, were those who 
would eventually participate in the workshop 
and return to their areas and actually sot up 
nursing home programH. In addition, there were 
two staff members from the Department of 
Mental iroalth. Also Involved in the planning 
meetings were representatives of the Vermont 
Office on Aging, the Vermont Health Depart- 
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ment, and the Vermont Nursing Home Associa« 
tion. It was felt irnportant to include all these 
people at the Initial stages, because their input 
in defining needs was of major significance. We 
also wanted to involve them as much as possible 
in the actual workshop so that the program 
would have a more indigenous quality. 

The actual development of the specific format 
and curriculum was formulated by the project 
staff. We selected a format centered on small 
group discuisions, with minilectures at appro» 
priate points throughout the 8 days. Two pre* 
sentations were made— one dealt with issues on 
aging and the other with issues of adult educa- 
tion methodology. An additional group was led 
by the Director of the Continuing Education 
Branch of Boston University* This presentation 
was to accommodate a number of people who 
had expressed interest in the adult education 
model we had developed but who were not di= 
rectly Involved in nursing homes. Many were, 
however, concerned with the elderlyj and it 
was interesting to note that as a result of their 
involvement in this workshop and the followup 
one, they were working on the possibility of 
implementing the State hospital training train- 
ers model, with the intention of offering some 
form of mental health inservice education to 
nursing homes. 

The opening format of the workshop included 
presentations on the issues and problems of the 
elderly, particularly those in nursing or board- 
ing homes in Vermont. These presentations 
were made by the Director of the Vermont 
Nursing Home Association and a member of 
the Office on Aging staff. These presentations 
of issues and problems of the elderly enabled us 
to get a realistic picture of the problems in a 
way that we, as outsidei*s, would have been un- 
able to present. 

FIRST WORKSHOP 

For the first workshop, we had 37 registered 
participants. All attended the minipresenta- 

_iiQni^_and„were.then^divided roughly into three 
small equal groups. The participants were staff 
from the community mental health centers, 
both social workers and nurses^ and nursing 
staff from a number of nursing homes. Judging 
by the final evaluation, the impact of the S-day 

' experience was enormous. The desire for a fol- 
Mowup workshop was shared by almost every- 
one. The fact that about two4hirds of the 



people actually came to the second workshop is 
an indication of the value of the first workshop. 

There were, however, several people who did 
not benefit directly from the workshop. These 
failures resulted from a rather clear difference 
in level of knowledge about mental health con- 
cepts. The workshop had been planned on the 
assumption that participants would have some 
knowledge of the terminology used in the area 
of mental health. Although our object was to 
train trainers and not to directly teach mental 
health principles, those who did not already 
possess some expertise were unable to grasp 
much of what we were discussing. Had we had 
more time, we might have been able to meet 
their needs. It was clear, however, that part of 
the problem lay in how we had phrased the reg- 
istration requirements. If we had been more 
specific, we could have avoided this problem. In 
the fnaterial we sent out prior to the second 
workshop, we were explicit in our expectations 
and the problem did not reoccur. 

SECOND WORKSHOP— 
DEMYSTIFYmG MENTAL HEALTH 

Working again with the planning committee, 
we developed the second 3-day workshop. As a 
result of the experience in the first workshop, 
we felt that since we had the staff available we 
could add a new group of nursing home staff, 
aides, and licensed practical nurses to discuss 
Dmjiystifying Mentcd Health, We received ex- 
cellent cooperation from the Vermont Nursing 
Home Association In setting this up* This small 
group was fairly autonomous from the two 
other groups who had attended Workshop 1. 
Several planning sessions were held with them 
to develop a curriculum for this group. For^ 
most of the people in the group, this planning 
experience was their first experience at a 3-day 
conference and they were enthusiastic. The 
group was informal with emphasis on discus- 
sion and participation by all members. This 
conference was the first time for many that 
their experience had been valued and that any= 
one was really interested in what they had to 
SHy^ ' • i 

In the two groups that continued, we worked 
exclusively with the small groups. One group 
concentrated on experiencing and analyzing 
Bmall group dynamics and the other group 
chose to concentrate on specific teaching tech- 
niques with time allotted for each person to do 
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some practice teaching in the group and receive 
critical foedback. 

OTHER WORKSHOPS^DEATH AND DYING, 
STRENGTHS OF THE ELDERLY, 
AND GROUP DYNAMICS 

Two additional lessions were offered each 
evening—one on Death and Dying, the other 
on StrengthB of the Elderly. Each person could 
schedule hii or her program for evening, and 
they were encouraged to attend with a person 
they had not spent time with during the day* 
This procedure was reasonably successful in 
promoting a mix of people and fostering infor- 
mal exchanges with members of the other 
groups. 

Evening sessions had been held during the 
first workshop as well— with the same purpose 
of promoting interaction, as well as offering 
additional contact. At the first conference, eve- 
ning sessions on Death and Dying were given 
and one was offered on Group Dynamic&, 

During the final evaluation our participants 
indicated that this second workshop was suc- 
cessful and that the 8-day workshops were 
worthwhile in terms of learning. The depth in 
which the material was examined was believed 
to be beneficial, and it would be difficult to 
achieve this and the sense of continuity in less 
time* All participants expressed the desire lor 
more training and it was interesting to hear 
that, partially as a result of their positive ex- 
perience with us, the Nursing Home Associa- 
tion is planning a further series of educational 
offerings for aides as well as nurses* 

The final program which the staff of Boston 
University offered was a 1-day workshop for 
the Massachusetts Nursing Home Association 
in the northeastern section of Massachusetts* 
They had heard of the work we had been doing 
and they approached us to see what we could 
offer them. In conjunction with several of their 
staff, we worked out a format for four small 
groups and two minipresentations* Presenta- 
tions were given on what it is like to live in a 
nursing home from the patient's viewpoint and 
the use of an Inservice training model* Each of 
the small groups set their own priorities— the 
morning session generally being devoted to 
how to take this knowledge and turn it into an 
inservice program for their homes. 

Living closely together they should talk with 
each other, know each other, and support each 



other's feelings* The co-leaders, in inviting the 
residents to join a group, told them that they 
could talk about anything they wished regard- 
ing life in a nursing home, that it would be 
nondirective, open, and confidential. For many, 
this was a unique experience. They had had 
few experiences with such an approach and 
constantly sought structure and agendas* Even- 
tually, this stopped as they begaa to experi* 
ence this new freedom. 

Group members were selected with minimum 
criteria; even this varied among the homes. 
Those with severe hearing defects, serious brain 
syndromes, and very difficult speech problems 
could not be included. Also, we tried to avoid 
having only isolated, withdrawn people, be- 
cause we believed more varied personalities 
and problems would make for greater inter- 
actions* We did not seek out the active leaders 
who were managing well unless we wanted 
such a person to lend the kind of ego function- 
ing that was lacking in the group. Nor could 
we have all wheelchair patients because the 
aides balked at this. 

What did the residents talk about in the 
groups? At first, these people, living together 
under the same roof, found it hard to talk with 
each other. The conversations were a .series of 
unrelated statements; however, this changed 
a% the leaders helped them relate to each other 
and to them* In the process of becoming ac- 
quainted,; most learned for the first time a bit 
about each other's backgrounds, and this led to 
more individualization and to a lessening of 
labeling people by their obvious handicaps (as 
"the man with the cane", "the woman with the 
funny speech", etc) or characteristics ("the 
red haired lady", etc*)* After a while, they lis= 
tened to each other and conversation becrime 
more connected, more coherent, and more fo- 
cused on specific themes* 

Food was one of the first issues they joined 
together to complain about* They reminisced 
about their cooking and timidly protested their 
present homers cooking. In one of the groups, 
while they at first requested the co-leaders act 
as their advocates with the administratioEi, 
ultimately they were helped to voice their pro- 
tests* To their surprise, positive results fol- 
lowed quickly. Other members of the home 
looked up to them at this point. 

The most Important issues ultimately were 
related to themes of depreBsion and losa. Many 
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could speak of it first in dirivatives (reGollec- 
tions when their children had illnesses; news 
stories of fires in which farnllles lost homes; 
friinds who died of cancer) ; but after a while, 
they voicid their own lonelinesi, feelings of 
abandonment, family disinterest, and their 
anger at bilng incapacitated and in a nursing 
home. Death slowly moved onto the stage as 
members of the ^oup first talked of things 
dying in winter, and then of serious illnesses of 
absent group membtrs, and flnally of several 
deaths in the home* Departed spouses were re- 
ferred to and eventualiy real ^ief was dealt 
with. Holidays, such as Thanksgiving, Christ- 
inas, and Easter, brought the greatest flood of 
depression. 

That they could liiten to each other and sup- 
port each other became the most important 
strength and movement in the groups. In one of 
these groups, after a number of weeks with 
these recurrent themes, the release from these 
persistent griefs through their ability to talk 
aloud about them led to a fascinating session 
where jokes, gaiety, and even a few dance steps 
took place. Parenthetically, in several groups, 
the student leaders came to the meetings even 
during the holidays rather than abandon the 
groups at that time. 

Certainly, the formation of groups in nurs- 
ing homes for purposes of developing greater 
social interaction, sharing feelings and ideas, 
and airing problems is hardly a new thought; 
but it Is a rare experience when^ one explores 
the social structure of nursing homes. Our lim- 
ited experience is so positive that I would rec- 
ommend building this into the nursing home 
education projects to help nursing homes view 
the effects and the results. Since the concept of 
"home-* In the appellation "nursing home" Is 
too often missing as a medical model is em- 
ployed, this type of demonstration could bring 
a new emphasis to homes and a new experience 
to residents. 

Summiry of Observationa and Rioommindatlons 

The following are a series of observations we 
extracted from this experience and some recom- 
mendations we would like to record : 

The data presented In this report reveal an 
action and group process pro-am with strong 
nursing home participation and input. It re- 
flects an educational philosophy directed to the 
individual person-i needs and active participa- 



tion in the learning process. This emphasis 
on the individual person was our approach 
throughout the program, Furthemore, we 
were concerned with the need for change and 
saw ourselves as change-agents ; we hoped to 
make the life of residents in nursing homes 
better. We recognize, however, change is hard 
to measure: so much is not quantifiable, much 
is subjective, much Is not easily recognized and 
may be subtle. Therefore, all we can hope for is 
that those learners who participated with us 
have looked at themselves to undtrstand them- 
selves better and handle their residents more 
sensitively. This change is the only kind we can 
really expect through our contacts with them. 
But we hope that by having actively engaged 
our learners, the changes they experienced will 
be communicated in the homes and in the vi^ay 
the residents are treated. 

From the start, we were aware we could not 
adequately measure changes in nursing home 
residents dif ectly attributable to our program. 
There were too many variables and extraneous 
influences at play. We felt that, at best, such a 
program can only assess the attitudes and 
knowledge of the learners, i,e,, those with 
whom we had direct contact* It was only in the 
therapy groups that residents' feelings, re- 
sponses, and changes could be assessed. We 
would like to see more research both of atti- 
tudes of staff and of the effect of therapeutic 
groups. 

We would recommend that a careful assess- 
ment of why some Invited nursing homes did 
not participate in the program be made in 
order that future programs comprehend their 
problems, attitudes, or resistances. Since our 
program was free of charge and since Depart- 
ment of Public Health regulations require in- 
service training, it could have been safely as- 
sumed all the homes would participate, A 
number of homes outside our catchment area 
requested invitations but 25 In the area refused 
to send anyone. An Informal inquiry among 
some of them gave the following reasons : 

• The State does not allow enough nursing and 
aide hours for patient care ; therefore, they 
could not -"spare" anyone for education* 
These homes indicated they might be recep- 
tive to teaching teams coming to their homes* 
(However, we offered this service to one 
home and the home never "found** the time*) 
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• Some homes could not provide transportation 
to thi seminars and workshops and felt too 
much travel time was needed, (All of the 
meetingi were a maximum of 26 minutes 
from the most distant home. Most were 10 
to 15 minutes away.) 

• Mental health education just isn't high on 
the priority list. 

• Mental health isn't "a problem", "because 
we don't take mental patients" or "because 
we refer them elsewhere if they get mentaL" 

• Where poor labor relations and disorga- 
nized administrators existed, clearly pre- 
occupations and energies were not directed 
toward iducation, 

• The corporation has an education depart- 
ment ; so why go elsewhere ? 

We found even that seemingly open, well- 
motivated, **enlightened" homes needed mental 
health education for their residents badly, 
Their definitions, their perceptions, and their 
interpretations seldom reflected what we con- 
sidered good mental health principles. For ex- 
ample, one administratori who attended all of- 
ferings for 2 years in a row. In the Therapeutic 
Milieu Seminar advised the participants that 
staff should not get close to patients because the 
residents would mourn the departures of staff 
or the staff might adopt some patients as favor- 
ites. Therefore, he shifted staff to different 
floors from time to time. Another administra- 
tor could not understand when we indicated no 
patient should be forced to join the group being 
formed, ^^t's good for them. We should make 
them join." 

A problem to be overcome in nursing home 
education programs is discrimination against 
aides on the part of some homes. Many adminis- 
trators and head nurses participated In the sem- 
inars because the State Licensing Board gave 
them credit toward acquiring or maintaining 
their licenses. They, therefore, came but did 
not allow the aides to Join. Interpretation of 
the educational needs of aides and orderlies is 
much needed* 

In each home establishing its own education 
program, it is necessary to help them under- 
stand the meaning of the educational process. 
Many see a once a month lecture or film as 
meeting State regulations. The frequency of 
educational meetings^ their pnrtlcipfttory niu 
turCj the continuity of aontent, and the actlvu 
Involvement of all present in the educational 



experinece need to be evaluated constantly. 

More demonstrations of the value and use of 
groups, both activity a.nd therapy, should be 
undertaken in nursing homes* Our flndlngs 
show people do like knowing each other, being 
less isolated, being more sociable, and sharing 
feelings. They find meeting others supportive 
and meaningful and they feel it makes life more 
bearable. Actually, in addition, nursing homes 
could be helped to establish groups for children 
of parents being referred and for the visiting 
spouses and siblings of the residjints to help 
them separate and the resldenfe adapt to this 
new involuntary way of life, 

A successful teaching of teachers programs 
should include a supervisory and consultative 
component for followup. We feel the model we 
employed was highly useful, readily establish- . 
able, and gave the results we sought. 

The workshop on referrals between hospitals 
and nursing homes dramatized the paucity of 
communication between these Institutions as 
well as the disorganized chance nature of the 
home finding. The dignity and wishes of the 
resident are all too frequently overlooked as 
hospitals pressure their placement departments 
to "get the patient out of here," The medical 
profession needs to be more sensitive to the Im- 
portance of a good referral process, It Isn't a 
bed that needs to be found, but a home, and 
this is lost sight of by many medical and hospi- 
tal people. Nursing homes need to describe their 
resources to hospitals more carefully and hos- 
pitals need to determine patients' real needs. 
More communication between them is essential 
A number of the workers in the hospital place- 
ment offices stated that they didn't have time 
to visit the homes to which patients are refer- 
red. Hospitals should know these homes first- 
hand. 

Courses, seminars, workshops should use 
adult education methods and group dynamics 
in the educational process, Those participating 
uniformly responded favorably. Only a very 
few ultimately wanted the more didactic model. 

Those taking the group process seminar 
would havfc liked a supervised practicum after- 
wards, similar to our followup in the How To 
Teach seminar. Unfortunately, we could not 
quickly and easily work that out The HoiO To 
Teach seminar was a useful and meaningful 
seminar and wo wish we could have done more 
than just give the extra four sessions we sched- 
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uled at their requests. Our teacher, unfortij- 
nately, was not available, Such a seminar for 
nursing home personnel with followup and 
supervised practice Is highly recommeiided. Ac- 
tivities workers and nurses were most inter- 
ested in this. 

We recommend most teaching be done in 
small groups and in the neighborhoods of nurs- 
ing homes (where geography perniits) to elim- 
inate distances and travel, to bring neighbor- 
hood homes closer, and to encourage weekly 
meetings rather than their usual monthly ones. 

There is an urgent need to educate adminis- 
trators in particular on what is good education, 
why education in depth is needed, and that 
there are no educational shortcuts. 

Administrators and head nurses (in other 
words, the policymakers) need to understand 
the meaning, value, and dynamics of relation- 
ship. Lack of awareness and lack of empathy 
are at the root of this, and reaching these peo- 
ple to help them shift in their administrative 
practices is essential 

Most people participating liked our interdis- 
ciplinary approach. It should be continued. In 
addition, we had patients come to the film pro- 
gram and they loved it, made many good 
observations and comments, and participated 
actively. 

Some conflict between didactic and partici- 
patory discussion methods showed up in the 
evaluations. Interestingly, those in the 8-week 
seminars resolved it always in favor of the dis- 
cussions while admitting they at first preferred 
didactic methods. The nurses aides, in the Ver^ 
mont Workshop, stated the group process ap- 
proach we used was foreign 40 them but after 
3 days said they learned that they knew a good 
deal and learned more about, their Bubject, 
themselves, and others. \ 

In any future seminars for inclepth learning, 

we recommend the following : 

• Homes be told that the same persons should 
attend all the sessions (8 consecutive weeks) 
and send no siibstitutes, 

• We suggest more training of traniers pro- 
grams for those from homci^ willing and able 
to acc^ommodate themselves to such a regime. 
In that event, consultation and supervision 
must be provided. 

• We feel worksliopH should be used only for 
single topics needing special focus or em- 



phasis (as Psychopharmacology, Death and 
Dying). Even here, 8-day workshops are 
much better than one If it is practical or pos- 
sible to organize them on this time basii, 

* Emphasis in all our teaching is needed on 
staff attitudes about themselves and their 
fears and feelings about their own old age. 
Also, their fears about mental illness and 
seKuality need greater emphasis. 

* The adult education model should be used in 
all programs. 

* Most nursing homes do not have adequate 
training for social workers and activity work- 
ers, and frequently do hot define their roles 
properly or creatively. Generally, these are 
college graduates without special training. 
Special offerings to these two groups of nurs- 
ing home staff would be of particular value. 

^ The need for a central clearing house for 
elderly referrals should be studied and ex- 
plored. It is needed in Boston, recommended 
for Chicago; and we would guess all cities 
need soriie such organization. 

Evaluition 1 Yiir Later 

One year after the last sessions a followup 
questionnaire was sent to all those who at- 
tended. Completed questionnaires were re- 
turned by 68 percent of the parfeieipants of the 
seminars on "How to Teach Inservice in Nurs- 
ing Homesll-^51 percent of those attending 
the Vermont workshop and 83 percent of those 
attending from staff of local nursing homes. 

''HOJF TO TEACW SEMINARS 
AND VERMONT WORKSHOPS 

Seventy-flve percent of the respondents who 
attended the "How to Teach" seminars actually 
^et up the required Inservice educational pro- 
gram during the ti*aining period* Thirty-six 
percent of them had started one or more in- 
service programs in nursing homes during the 
year following the end of the training. Many of 
those who had not set up any programs 
expressed a desire to set them up but other de- 
mands of their work took higher priority. 

Among the Vermont workshop attendees, 61 
percent started one or more programs after- 
ward. The fact that^ many of the respondents 
worked In community-oriented clinics appeared 
to facilitate their inclusion of inservice train- 
ing in their work roles. 

A subgroup of the attendees of the Vermont 
workshop continued to meet and draw up rec- 
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ommendations for their State legislature con- 
cerning cave in nursing homes. 

An important determinant of whether or 
not programs were set up in nursing homes was 
the attitude of the administrative staff— posi- 
tive attitudes were mentioned twice as often as 
negative ones. 

Participants reported that they used what 
they had learned in the seminars to improve 
their teaching in- existing inservice programs 
and in acting as consultants to staff of other 
nursing homes. The heavy emphasis on adult 
education methods was generally viewed as ap- 
propriate and usefuL The foUowup suggested 
that careful attention should be given to select- 
ing students who are in an organizational posi- 
tion that will permit them to take on a new 
role in inservice education. 

WORKSHOPS Am SEmNARS FOR 
mRSlNG HOME PERSONISEL 

Attitude changes and changes in the way 
they worked with individual residents were the 
most frequent outcomes identified. When asked 
how they were affected by attending the ses- 
sions, 30 percent" of the attendees said their 
comprehension of resident problems had in- 
creased. Twenty percent said they used mate- 
rial from these seminars in their own inservice 
education programs. 



Changes jn nuvsing home practices and.4e- 
velopnient of new programs were uncomrhori, 
though 10 percent of the respondents started 
group meetings for residents as a result of at» 
tending the seminar on group technique. Also, 
two nursing homes started group meetings for 
staff and one began a group for family mem- 
bers of newly admitted patients. 

OTHER OVTCOMES OF THE PROJECT 

Sixty-one percent of the attendees from local 
nursing homes rated it **very important" that 
they met and talked with people from other 
homes who had similar interests to their own. 

Fifty-seven percent felt the sessions en- 
hanced their job satisfaction and 10 percent 
said it decreased their job satisfaction. The 
most common reason given for this decrease in 
job satisfaction was a conflict between their 
desire to implement ideas learned during the 
sessions and coiiditions on the job which dis- 
couraged it. Twenty percent of the entire group 
had changed jobs during the year following the 
project. 
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Growing conkrn for the quality of life of 
pereons who are residents of long-term care 
facilities has led to an interest in increaiing 
the knowledge, competence, and resourceful 
ness of the personnel working in them. The 
Continuing Education in Mental Health for 
Personnel of Nursing Homes (CEMH) pro^ 
gram is an eflfort to do just that. It seems im- 
perative that if long-term care facilities are to 
be devoted not only to physical care, but also to 
^ the highest possible quality of psychosocial 
care, educational efforts such as that repre- 
sented by the CEMH program should become a 
permanent part of the long-term care facility-s 
training efforts. ' 

Mantil Heilth In Nursing Homes 

The problems are not new,i In recent years 
a number of facilities have recognized the need 
to Improve the mental health of residenti and 
have introduced programs to that end.- Fur- 
therrnore, there have been several widely pub- 
licised demonstration projects that have devel- 
oped innovative programs. (For example: the 
Therapeutic Community Approach at Ypsilanti 
Hospital, Lansing, Mich.; Reality Orientation 
at Tuscaloosa Veterans Hospital, Tuscaloosa, 
Ala.; The Priory Method at St. Mary's Priory 
Hospital, Victoria, British Columbia, and oth- 
ers.) As a result, a number of treatment modali- 
ties exist which include remotivation, reality 
orientation, behavior modification, milieu ther- 
apy, token economy, moral treatment, and op- 
erant conditioning. The proper Implementation 
of each of these treatment modalities, however, 
depends on the ability to modify them to the 
skill levels, interest, and capabilities of a par- 
ticular facility's personneL Additionally, there 
must be support for such programs at the ad- 
ministrative level. It is not enough to have per- 
sonnel capable of implementing j the various 
treatment modalities unless theA is commit- 
ment on the part of the administrator to sup- 
port them.'* 



CQnitralnti AffeGtIng Progrim Daslgn 

One of the first things to consider in design- 
ing a program aimed at improving the mental 
health skills of personnel of long-term care fa- 
cilities is the characteristics of the personnel 
themselves. Nursing home administrators dif- 
fer widely in their characteristics with varia- 
tions in level of education and receptiveness to 
new ideas being especially important to devel- 
oping continuing education programs. 

Variations are also extreme in the educa- 
tional background and training of the person- 
nel. These variations range from professionals 
who have some college training and may have 
advanced degrees to employees with few skills 
and who may be almost illiterate. In addition, 
the turnover rate is high, particularly in those 
positions where few skills are needed and the 
pay is low. 

Nursing homes themselves vary widely on a 
number of dimensions r i.e,, size, ownership, 
and level of care offered. Interest in and will- 
ingness to commit resources to psychosocial 
and therapeutic programs are not the least im- 
portant of the dimensions in which facilities 
vary. 

All these factors can be documented, and 
taken together they Impose constraints on the 
design of the CEMH training programs.'* The 
variation in homes, administrators, and other 
personnel makes it evident that the need for 
training in mental health varies widely and 
no single program could be designed to meet 
the needs of all homes. The high turnover rate 
results In the composition of a group of em- 
ployees changing radically In a period of 2 to 
3 years ; thus, as much attention must be given 
to continuous training as to the content of the 
training Itself, 

The success of any program to Identify, 
understand, and use mental health components 
in nursing home care is dependent on the under- 
standing and acceptance of the program by the 
. administrative staff. The staff must, in turn. 
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recognize that the program will not only enable 
them to cope with the problems presented by 
aged residents but also will result in better care 
and an improved quality of life for the resi- 
dents* The program should also appeal to the 
administrator as a means of assisting him with 
the problems of recruitment, training, and 
turnover of personneh 

Middle management (supervisory) personnel 
must support the program as a way of improv- 
ing patient care and the quality of life for the 
resident. Employees working directly with the 
resident are the most important element in 
delivery of the treatment modality, and they 
must understand the program and support it as 
a way to make their work easier and more re- 
warding. These understandings formed the as- 
sumptions on which the CEMH training pro- 
gram was based. 

Spiolfic Program ObJiDtivts 

The overall objective of the CEMH training 
program was the improvement of the quality of 
life of persons who were residents of long-term 
care facilities, Speciflc program objectives in- 
clude : 

• increasing the awareness of personnel of the 
psychosocial aspects of long-term care 

• developing or improving skills of personnel 
in identifying and meeting mental health 
needs of residents 

• developing an awareness of and ability to 
deal with the special needs of the mentally 
impaired 

• facilitating a closer working relationship 
with mental health facilities, especially com- 
munity mental health centers 

• encouraging the development of continuing 
education programs in nursing homes, 

Curriauium ind Training Mithodi 

The goal of the CEMH training program was 
to improve the mental health status of residents 
in nursing homes by improving the mental 
health awareness and skill of personnel caring 
for them. 

The CEMH program Included the following 
content areas : 

• mental health aspects of aging and institu- 
tional living 

• overview of treatment and preventive mo- 
dalities (with, emphasis on remotivation, re- 
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ality orientation, attitude therapy , and be= 
■ havior modification) 

• the role of meaningful and enjoyable activ- 
ities 

• working with families 

• developing working relationships with men- 
tal health centers. State hospitals, and other 
existing agencies 

• communication and teamwork. 

Throughout the training sessions, it was em- 
phasized that (a) positive and hopeful attitudes 
will have a beneficial effect, just as negative 
labels and stereotypes become self-fulfilling 
prophecies, (b) closer ties with the mainstream 
of community life will benefit both the nursing 
home and Its residents, and (c) each resident 
should be evaluated as an adult with both needs 
to be fulfilled and strengths to be maintained 
and developed* 

Training methods were purposefully de- 
signed to include a mix of experiences, includ- 
ing lectures and feedback, panels, films, experi- 
ential exercises, demonstrations, role playing,' ! 
small group diseusbions, and problem-solving^ 
exercises. In the sessions involving personnel 
working directly with the residents with little 
exposure to formal training, lecture-feidback 
presentations were held to a minimum. Also 
with this group, emphasis was placed on their 
therapeutic potential in the lives of residents to 
whom they have become central and significant 
figures. 

The final wrap-up for each workshop was 
small group, problem-solving sessions involving 
a hypothetical situation but one which was im- 
mediately recognizable to all participants. De- 
veloping a plan for effectively addressing the 
hypothetical situation required the Bynthesis 
and application of all content areas presented 
in the workshops. 

Training Format 

Training was given in two 2-day workshops 
separated by a period of approximately 2 weeks* 
The first training session was offered to nurs- 
ing home administrators or members of the 
administrative staff, The second workshop was 
directed to pfersonnel working directly with 
the residents* A commitment to participate in 
this second workshop was a precondition to 
being included in the training program. 

The first workshop was deBigned to demon- 
strate to the administrator and personnel of the 
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supervisory level that two results can be 
pected from a positive program designed to 
improve the mental health of patients. These 
results were better satisfled residents who will 
participate more in the activities of the facility 
and better satisfled employees, especially those 
working directly with patients because they 
participated in this program. The second 
workshop was designed to help custodians, 
aides, service, and therapeutic personnel under- 
stand their vital role in improving the mental 
health of their residents by helping the em-- 
ployees to understand and cope with aging, ill- 
ness and death, and to Incorporate their knowU 
edge, through new or improved skills and 
competencies, in their relationships with resi- 
dents* 

In all, 10 training sessions were offered, Ave 
for administrators or administrative staff des- 
^ignatS by them and Ave for teams of personnel 
in the low skill positions designated by the ad- 
ministrator of the facility. (These data are for 
the first five CEMH workshops only. One has 
subsequently been held in Little Rock, Ark., 
another is scheduled in Corpus Christi, TeK.^ 
and there Is the possibility of one for Louisi- 
ana. When the data from these are collected 
they will be analyzed in the same way and will 
in effect be a replication.) 

After the conclusion of the workshops in 
each series for both the administrators and 
those personHel working in the less skilled po» 
sitions, each participating home was visited 
twice by the project coordinator for purposes 
of consultation, technical assistance, and staff 
training. The visits were for one-half day each, 
spaced 4 to 8 weeks apart. Characteristicallyi 
the consultant was asked to conduct a 1- to 
2-hour session for an average of 15 employees, 
followed by direct consultation with one or 
more key personnel Occasionally, this service 
was provided by a local consultant who had 
participated in the workshop sessions held for 
that area. 

The need for facilities to establish ongoing 
orientation and training for all staff in mental 
health concepts was invariably emphasized. 
The training format of the CEMH program 
was necessarily circumscribed, and it was rec- 
ognized that the development of full program 
capacity in all but the most interested and ad- 
vanced facilities was impossible. Consequently, 
one thrust of the program was to involve agen- 



cies which potentially could form ongoing re- 
lationships with the homes to assist in training 
trainers, and also in case consultation, staff 
education, formation and operation of family 
groups, recruitment and orientation of volun- 
teers, psychotropic drug counseling, program 
development, alternate care and discharge plan- 
ning, individual and group counseling for resi- 
dents or families, organizing resident councils, 
developing and making accessible community 
resources, or both. Agencies participating in- 
cluded community mental health centers. State 
hospitals and State hospital outreach services, 
veterans hospitals, and various State agencies 
such as welfare, health, and social services, 
Strategies to involve these agencietf were : 

• inclusion in workshop planning 

• inclusion as faculty or resource people In the 
workshops, or both 

• inclusion in followup visits 

• a series of conferences on ^'Mental Health 
Services and Consultation to Nursing Homes'* 
conducted in Arkansas, New Mexico, and two 
Texas locations. 

The enrollment in the CEMH workshops was 
limited by design to enhance communication 
and facilitate small group training methods. 
Fifteen homes were the maximum per work- 
shop and six participants were the maximum 
number per home (three in the first S-^day ses- 
sion, three in the second 2=day session)* In 
practice, allowances were sometimes made to 
exceed the maximum to avoid having to turn 
down any applicant homes. 

Evaluation Proeadures 

Time and money constraints dictated that 
systematic measures of change produced by the 
CEMH program would be the traditional paper 
and pencil tests, because direct observation of 
behavior of the participants was not feasible. 
Additional nonsystematic observations, how- 
ever, were made, for example, by consultative 
visits to the facilities. An evaluation form sent 
to administrators only was used. Further evl= 
dence came from unsolicited letters from par- 
ticipating facilities and newspaper clippings. 

SyitemitiG Obsirvitioni 

Systematic observations were made of both 
the administrator and low-skilled personnel be^ 
fore exposure to the program. Three tests were 
used: the Oberleder Attitude Toward Aging 
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Scale, a Job Perforniance Test, and an Insti- 
tutional Climate Questionnaire. These tests 
were administered in a group testing situation. 
The same forms were mailed 6 months after 
the initial test for followup data. 

ATTITUDES TOWARD OLD PEOPLE 

The bberleder Attitude Scale was used to 
measure CEMH workshop participants* atti- 
tudes toward aging. Consisting of 25 of the 
most sensitive items from an original question- 
naire of 176 items, the Oberleder Scale has 
been shown to be an effective discriminator of 
attitudes toward the aged. Scored on a simple 
1-25 point scale, scores of 12 or under can be 
considered indicative of positive attitudes to- 
ward old people, while scores of 17 or over indi- 
cate a negative attitude toward old people. High 
scores 5ir the scale also correlate significantly 
with the 'T" Scale (the authoritarian person- 
ality), 

JOB PERFORMAISCE ATTITUDES 

The best method of measuring changes in job 
performance as a result of the CEMH training 
program would have been to keep a detailed 
flrst-hand account of the pretraining and post- 
training job performance of each workshop 
participant. Because this was not feasible, a 
test devised by Cohen " and later revised by 
Kosberg and co-authors,' designed to measure 
changes in the attitudes and opinions of nurs- 
ing home personnel, was given to participants 
in the CEMH program. The questionnaire cov- 
ered five major areas: (1) attitudes toward or- 
ganizational dimensions, (2) attitudes toward 
care and services to be given, (3) attitudes to- 
ward the aged residents and their families, 
(4) humanistic values, and (B) knowledge of 
old age and aging* 

imTITUTIONAL CLIMATE ATTITUDES 

As important as changes in an employee's 
attitudes and job performance may be in meas- 
uring the effectiveness of the training pro- 
gramj the climate of the institution which pro- 
vides the organizational setting for the delivery 
of the services to the residents is the ultimate 
test of the effectiveness of the training 
program. The Home for the Aged Descrip- 
tion Questionnaire ^ was adapted to measure 
changes in the institutional climate of the 
homes participating in the CEMH training 



prbgrnm. The Home for the Aged ■Description 
Questionnaire (HDQ) is modeled after a sim- 
ilar instrument developed and used by Jack- 
son as a device to study the therapeutic mi- 
lieu in mental hospitals. Essentially, the HDQ 
contains 36 statements describing various as- 
pects of life in the home. Staff members of each 
^ honie ^ wei^ lilKed^o ^^iifd icatf oh a" flve-point 
scale ranging from "completely true" to "com- 
pletely false"" how true or false a statement was 
about the home as they saw it. 

Simple to administer and requiring only 15 
minutes to complete, the HDQ can be adminis-^ 
tered to all levels of staff with success and is 
also a practical instrument to use in collecting 
data on a large sample of institutions. 

Data Anilysli 

DESCRIPTION OF PARTICIPANTS 

Sisty-flve nursing homes and 478 persons 
participated in the CEMH sessions between 
November 1972 and July 1973. Of the attendees 
410 were nursing hpme staff ,^ 11 were from the 
Department of Public Welfare,. 12 represented 
mental health and mental retardation facilities, 
24 were from State hospitals for the mentally 
ill, and there were seven others. 

The workshop had essentially two target 
populations : professional-administrative, and 
paraprofessional direct-contact personnel. The 
following analysis will be made of 821, or 77 
percent, of these persons who completed both 
waves of the systematic evaluation testing* 
Twenty persons, or 6 percent, participated in 
the first series of tests but not the second. Most 
of those who did not participate in the second 
wave of testing were employees who left the 
facility 6 months later; a small number did not 
return the second questionnaire even after a 
followup letter. 

Because the program was essentially directed 
at two target groups, these will be described 
separately. Of those tested, 168 or 54 percent, 
were administrators-supervisors, and 138, or 
46 percent, were paraprofessional direct-con- 
tact personnel. Except in matters of education 
and additional training, the similarities be- 
tween the populations were more striking than 
the differences. Both groups were middle-aged, 
and most of them were between 31 and SO 
years, the majority were female, most were 
married, and generally they had been employed 
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at the long-term care facility between 1 and 5 
years. 

On several important attributes which were 
measured, however, the groups did differ sig- 
nificantly. One of these, of course, was educa- 
tion, Ot the administrative group, all reported 
having had s ome coll ege training and 67^ Pe^" 
^nFwere^oilege graduates" On the paraprofes- 
sional level, 21 percent had not finished high 
school, 68 percent had finished high school but 
had no further training, and only 10 percent 
had some college. Additional training followed 
much the same pattern with much higher levels 
of additional training reported by the profes- 
sional than the paraprofessionaL Most of the 
paraprofessionals had had no additional train- 
ing. All but 12 percent of the professionals had 
had additional training. 

Another area in which the difference was 
considerable was in previous jobs held. Admin- 
istrative level personnel were about equally 
divided, one-third having held previous jobs in 
short-term health care^ one-third in long-term 
health care, and one-third in nonhealth-related 
jobs, Paraprofessional personnel, therefore, 
were more likely to come from outside the 
health related fields; only 18 percent came 
from the long-term field, 9 percent from short- 
term care. Sixteen percent came from service 
or sales, and other previous jobs had been as a 
laborer, in industry, and as a secretary, Most, 
31 percent, had had no previous employment 
for pay but had been housewives, 

RESULTS OF ATTITUDE TESTING 

Prescore and postscore diflferences on all but 
one of the attitude tests were significant at the 
,05 level. The single exception was the Work 
Performance Test with the level of training 
held constant. Measured on attitude change, 
from pretesting to posttesting, then, the work- 
shops made significant impact. 

Controlling for six variables hypothesized to 
intervene (age of participant, administrative 
level, previous employment, length of time em- 
ployed, level of education, and additional train- 
ing) produced mixed results. Analysis of vari- 
ance showed that the Work Performance Test 
was not significantly affected by differences in 
age, length of^\employment, college or. addi- 
tional training. Job titles and whether previous 
employment had been in a health-related field, 
however, did make a significant difference. 



Institutional climate scores were signifi- 
cantly affected only by job titles, length of em- 
ployment, and additional training. 

The Oberleder Attitude Toward Aging scores 
were significantly affected by job titles, length 
of employment, and college training. 

In summary, overall significant changes in 
attitudeF^M^ measureaTy^tli^^ 
mance, Institutional Climate, and Attitudes 
Toward Aging tests were demonstrated. Only 
one variable, however, job titles, consistently 
and significantly affected the amount of change, 
with paraprofessionals showing more change 
than administrative-professionals on Work 
Performance and Institutional Climate, slightly 
less the higher the job level on the Attitude To- 
ward Aging scale. 

Nonsystematle or Subjectivi Observations, 
or Both 

CONSULTATION VISITS 

Several other techniques were used to meas- 
ure effectiveness. Certainly one measure of 
effectiveness was the number of nursing homes 
which invited a consultation visit after the 
workshop. All the homes participated in the 
followup. All the homes which participated in 
both parts of the workshop received two fol- 
lowup visits. 

It is the opinion of the project Jtaff that the 
followup visits constituted the most effective 
component of the training package. Many 
trainees, i,e„ administrators and directors of 
nursing, leW part 1 of the "Mental Health for 
Nursing Home Residents" workshop with en- 
thusiasm, but an enthusiasm tempered with an 
attitude: **Yes, it looks like our residents do 
have greater potential for more meaningful 
lives in our Home, but how can we convince the 
aides and maids and waitresses when they don't 
care enough about their jobs even to give notice 
that they are quitting?" 

In virtually every case, however, thes^ aides, 
maids, and waitresses, many of whom had 
doubtless been selected with some misgivings 
to attend part 2 of the workshop, returned to 
their jobs with a brand of enthusiasm noted by 
most of the administrators and directors of 
nursing who participated in the part 1 work- 
shop with mild to marked surprise. This deveU 
opment was reinforced during followup visits, 
when it was again demonstrated by the project 
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consultant, in addressing groups of employees, 
that even the dimmest ray of hope for the im- 
provement of residents' lives, combined v^lth a 
nondldactic approach and a frank appraisal of 
how such an approach could enrich the job of 
each employee, was sufficient to raise from dor- 
mancy the enthusiasm of all but the most re- 
sistant of staff. 

The film "Mrs. Reynolds Needs a Nurse" was 
generally shown during the first visit, followed 
by a discussion of the factors which shape be- 
havior patterns of residents of long-term care 
facilities, Concepts of attitudes, expectations, 
communication, stereotyping, individualization, 
self-detefmination, reinforcement, and preven- 
tion were discussed relative to residents known 
to the staff. The film depicted, rather pain- 
lessly and with humor, the ease with which 
staff can make mistaken assumptions and the 
benefits which accrue for resident and staff 
with goal-^oriented attitudinal shifts. 

During second visits, demonstrations of 
classroom techniques on reality orientation 
were conducted with confused residents se- 
lected by the staff. As the consultants became 
more adept at giving these demonstrations, 
they came to represent the single most effec- 
tive tool in eliciting staff enthusiasm and al- 
tering attitudes toward greater hopefulness. 
The residents selected invariably exhibited 
greater potential than expected by staff in 
terms of verbalization, attention span, recall, 
appropriate effect, and judgment. When given 
without an ''I told you so** attitude and billed 
not as a panacea but as one small example of 
the mental health potential of nursing home 
residents, these demonstrations assured credi- 
bility for virtually the entire gamut of mental 
health strategies and concepts. 

It was at this point, the completion of second 
followup visits, that the training design began 
to ^manifest its weaknesses. Generally, the 
training fell short of adequately training train- 
ers who could effectively integrate mental 
health training into the facility's own training 
program, although nome Impact %vas made in 
this area. Also, the attempt to stimulate on- 
going working relationships between nursing 
homes and mental health agencies fell short, 
with notable exceptions. The obvious need was 
for a mechanism through which IntGrest and 
hope, once generated in the nursing home, 
could be regularly HUpported and supplementod 



until a self-sustaining structure, in terms of 
the nursing home's development of a rehabilita- 
tive and preventive philosophy reflected in its 
policies and procedures, might evolve. As one 
step toward this end, it was decided to hold 
conferences on --Mental Health Services and 
Consultation to Nursing Homes" for mental 
health center, State hospital, and State agency 
personnel These conferences are described 
later in the report. 

PROBLEM AREAS 

Another technique used was to ask the ad- 
ministrator of the participating nursing homes 
to rank 16 problem areas in order of his own 
perception of their most pressing problems. All 
participating homes did this as a part of the 
application procedures for the administrator. 
The results of the rankings are as follows: 



TiimB jankml 
Prohlem in top :i of S 

total probicim 

The resident who is frequently incontU 

nent of feces and urine, or both , — 40 
The reiident who does not seem inter- 
ested in learning to help himself ...... . 40 

The resident who wanders away unless 

closely watched or restrained = = 32 
The resident who rarely apoaks, moves, 

01' shows interest in anything = . - 31 

The resident who has frequent outbursts 

of anger or aggression = = ...... . 20 

The resident who .frequently schemes, 

manipulates or complains — = , = . 10 
The resident who is nosy and wants to 

make everything his business . = in 
The relative who frequently criticizes 

the home or the staflf ^ 15 

The relative who seems to have a bad 

effect on the resident's behavior .^..^ . 15 
The resident who is overly suspicious 

and fearful ,^ = 13 

The resident who is excessively noii^y . 0 
The resident who seems to want to die . 8 
Low staff moralu = ....-^^ 4 

The resident who masturbates, exposes 

himselfj or makes sexual advances , 3 
High turnover and absenteeism among 

HtafT . ... . . ... .... . _ . 20 



Incontinence was clearly considered the top 
problem raised by the resident who is not in- 
terested in helping himself, the one who wan-. 
derH away, and the one who Is apathetic— 
rarely speaks, moves, or shows interest in any» 
thing. Ranking importance with these problems 
with residents, the following two staff problems 
appoar as troubllng^ — high turnover and poor 
communication. An additional problem, ranking 
equally in number of times chosen, was a fur- 
ther problem with patients: that of patients 
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who have outbursts of anger or aggressiveness. 
As part of a f oUowup at least 6 months after 
the workshop, each administrator was asked to 
rate each of the problem areas in terms of his 
perception of improvement. Thirty-flve or 54 
percent of the administrators responded to this 
evaluation. All reported improvement in some 
of the areas. Improvement was greatest in 
areas where the CEMP training was not di- 
rectly relevant: control of anger, aggression, 
and apathy among the residents, and improv- 
ing communication among the staff. It was 
least effective in the areas where one might ex- 
pert physiological concomitance, incontinence 
among patients, turnover and absenteeism 
among the staff. Even in these areas improve- 
ment was considerable. 

INTRODUCTION OF TREATMENT 
MODALITY PROGRAMS 

Another observation was made using the 
posttraining evaluation form filled out by the 
administrator of the nursing home. This obser- 
vation concerned the existence of various treat- 
ment modality programs in the homes which 
were as follows 

Nmnber of 
homes in 
tvhich 

Programs available Percent 

Reality orientation, 24 hour 25 62.6 

Classroom reality orientation 22 55 

Remotivation (diecUBsion groups) 28 70 
Team approach to care = ^ 31 77.5 

Behavior modification approach 

to care 21 B2J 

Attitude therapy approach to 

care = 17 42,0 

Useful work activities ^^=. = = ^.^^ 31 77.5 
Self-help progrania = . ^ 10 40 

Regular maetings with relatives ^ 10 25 
Increased uio of volunteeri and 

community resources ^. = ..,...^ 30 75, 
NOTE* Average per home 5.8 (maximum 10.0), 

There was no pretraining measure of these 
treatment modality programs, because we did 
not ask for the data, feeling that before the 
training session much of it would be unintel- 
ligible to the participating nursing homes. 
There is now a high level of Involvement in the 
psychosocial aspects of patient care, although 
none of the homes listed indicated they did not 
have a program. Of course, bias la posdble— 
even probable— in the return rate. It is not 
known whether or to what extentp nonreport- 
ing homes' have programs. 
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Obitrvations for Future Workihop Planning 

Part of any continuing education program 
should contain both a participant and a pro- 
vider feedback which could be helpful to others 
planning similar efforts. The workshops in this 
series varied on a number of dimensions i ex- 
perience of the workshop staff, physical setting 
that was an aid or a detriment to the learning 
situation* a target population with many op- 
portunities for learning and sharing (those in 
an urban setting) compared with an area 
where workshops are seldom available (rural 
areas or those in sparsely populated sections of 
the State)*, and probably many others. Because 
of these observations, an analysis of variance 
was made to determine if there was a consist- 
ent pattern of significant diflferences between 
the workshops on the three attitude tests 
which we had used. Signiflcant differences did 
appear between the workshops on both the At- 
titude Toward Aging (*0401) and the Institu- 
tional Climate (.0087) tests. The Work Perform- 
ance score (,0179) also showed a high degree 
of difference. The pattern of improvement on 
scores was inconsistent and could not be attrib- 
uted to any particular variable or combination 
of those variableB suggested above. Workshops 
do vary and the results, as we have demon- 
strated, also vary. More systematic attention, 
however, needs to be directed to identifying 
signiflcant environmental and programmatic 
functions so that information can be gained to 
improve workshops in the future. 

Finally, administrators who responded to the 
training evaluation form were asked directly 
for a number of observations and recommenda- 
tions regarding future workshops. The question 
and responses are shown in the following 
tabulations, 

For future workshops of this nature, which 
of the following staff groups do you think 
should attend ? 



Nhmbcr Percent 
1 



Category 

Adminiatratori only ^ .^=-..^^^=^.^.-. 
Administrators and othgr key 

personnel only 
Key*perionnel and lowor level staff 
in separate susiions ...^^^^^^.^^ 
Key porsonnol and lower level staff 
in joint sossiona 

NOTE^ Totul equrils more than 40 because of 
nniltlplc rosponses. 

Do you think followup visits by workshop 
faculty are helpful? 



U 



20 



2 
14 

20 
50 
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Very helpful ... . 10 40 

Somewhat helpful 22 iuy 

Not helpful . . 2 n 

Harmful = = . 0 0 

If availablo, would your nur.^ing home me 
regular niental health ^lervicus and consulta- 
tion? 

Ec^poHHr X umber Percent 

Very often . - . . .......... . _ lU 40 

Occaaionnlly _ . .............. 20 50 

Very rarely - . - ^ - .- 4 10 



If necessary, how much w^ould your home be 
willing to pay for monthly mental health con- 
sultation or staff education by mental health 
professionals? (based on estimated $50 per 2- 
hour sessions) 

Numbcy of 



Response rc8po)i-^CB 

Nothing . . - ... G 

$25 for 2 nionths . _ 1 

$50. if I'eimburf^able ...... U 

Would pay PO _ . - 7 

Would pay 5100 _ 2 

Would pay $100=200 - ^ - ..- - - 1 

Variable with need ....... . . ^ 1 

Already have psychologiBt ^ _ 1 

Would but cannot now .. ^ ^ .............. . 4 

? or unknown ......... ......... (? 

No answer = S 

All residenta, private pay . *1 

Prefera sending staff to seminars .^ = -.- .^.^^ 1 

Total . . . 40 



Anilysii of Mtntal Health Sirvicii and 
Consultation to Nursing Homes Confersnces 

It was postulated in the formulation of this 
contract^ and substantiated in its implementa- 
tion, that most nursing homes, in order to 
develop policies and continuing practices con- 
ducive to mental health of residents, would re- 
quire ongoing relationships with agencies or 
persons capable of delivering mental health 
services, consultation, and training. As ex- 
plained earlier, this problem was identified 
during the consultation visits to individual 
homes. Therefore, as an extension of the orig- 
inal contract, a plan was made calling for a 
series of conferences on ''Mental Health Serv- 
ices and Consultation to Nursing Homes" to 
be initiated by a regional coiiference for the 
Department of Health, Education, and Welfare 
(DHEW), Region VI, followed by five State- 
level conferences. Primary target agencies 
were community mental health centers. State 
mental hospitals, and State agencies of aging, 
health, social services, and welfare* Addition- 



ally, s^^ch agencies were to be more actively 
solicited to participate in the planning and irn- 
plementation of the contracted "Mental Health 
for Nursing Home Residents'' workshops and 
followup visits. 

In August 197S, a DHEW Region VI con- 
ference was conducted a^ a platform from 
which to develop State-level confere nces 111 each 
of the Region VI States. This conference was 
well attended (85 participants) and well re- 
ceived, To date, followup State-level confer^ 
ences have been convened in Arkansas, Texas, 
and New Mexico. Oklahoma was approached, 
but the State Department of Mental Health 
opted to plan and give conferences of its own, 
The project coordinator has subsequently par= 
ticlpated in three such conferences and is 
slated to be on the agenda of two upcoming 
ones. Louisiana has yet to be formally ap« 
proached. 

In Arkansas, the conference which convened 
in October 1978 was poorly attended (39 par. 
ticipants), In addition, the physical setting, the 
auditorium of a mental health center, was not 
conducive to group interaction on the first 
workshop day. The second day, which consistecl 
of small group sessions in conference rooms, 
was more effective, but still poorly attended. 
The Arkansas conference preceded the ''Mental 
Health for Nursing Home Residents-' workshop 
held some 4 months later. This conference made 
possible the participation of mental health ami 
State agency personnel in the planning of the 
workshop, and consequently many such agen- 
cies were represented at the workshop and at 
the subsequent followup visits to participating 
nursing homes. As a result, several working re^ 
lationships were developed or enhanced, aU 
though the potential for such relationships re- 
mains far from full realization. 

In Texas, the conference convened in June 
1974, was moderately well-attended (74 partic- 
ipants), and the setting and format were more 
conducive to group interaction. The conference 
was held in a resort hotel in Galveston. Sl^c 
Texas mental health agencies are currently in. 
volved in planning a ^'Mental Health for Nurs. 
ing Home Residents*' workshop, and another 
is responding positively to a request for serv- 
ices from a delegation representing nursing 
homes. Still, the surface is only being scratched. 
In New^ Mexico, the conference was surprise 
ingly well attended (114 participants), con. 
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sidering the denaity of population and the dis- 
tances involved in traveling to the conference, 
which was held in a well-known Santa Fe ho- 
teU The participants represented a mix of men- 
tal health. State agency, and nursing home 
personnel. The greatest need in New Mexico 
seems to be the need for one of the State agen- 
cies, such as the Department of Hospitals and 
Institutions (DHI), the Health and Social 
Services Department (HSSD), or the Commis- 
sion on Aging, to take the lead in developing 
relationships with nursing homes, or in stimu- 
lating such relationships. The two mental 
healtli centers in the State have shown in- 
creased interest, but they are limited by their 
small catchment areas. 

In at least one area, staff of the Health and 
Social Services Department are attempting to 
provide more inservice education on aging. 
Staff from the Department of Hospitals and 
Institutions were instrumental in planning 
both the '^Mental Health for Nursing Home 
Residents'' workshop held In Carlsbad in July 
1973, and the conference previously described 
held in August 1974. Following the 1973 work- 
shop forum, a social worker from the DHI field 
ofTice provided the followup visits to six par- 
ticipating nursing homes, but the suggestion 
from the project coordinator that she subse- 
quently train her 11 counterparts to establish 
similar relationships in their respective areas 
has not yet borne fruit, 

In Oklahoma, the State Department of Men- 
tal Health decided to have its own conference, 
in which the project coordinator participated. 
Oklahoma's Western State Hospital invited the 
project coordinator to give a 1-day workshop 
on reality orientation for nursing homes In 
their catchment area, and the State Nursing 
Home Association has invited the coordinator 
to make a half-day presentation at its annual 
meeting in May 1975. Activity in Louisiana is 
yet to be started. 

The activities previously mentioned varied 
considerably in content and format, contin- 
gent upon the input from those planners con- 
sulted in each State. For this reason, no formal 
evaluation on these conferences was made. 

Basically, the same barriers exist which were 
used to document the need for the ^'Mental 
Health Services and Consultation to Nursing 
Homes" conferences. It appears In retrospect 
that it would have been wise to build in a fol- 



lowup visit component for mental health agen- 
cies analogous to the nursing home followup 
plan. The plan to have the conferences and to 
involve appropriate agencies in the nursing 
home workshops and follownip visits was sound, 
but often fell short of stimulating actual on- 
going programs aimed at effectively serving 
the nursing home population. The barriers in- 
cluded the following r 

1. Under the 1972 contract, contacts with 
nursing homes centered around a population, 
the residents, with which the trainees were in- 
extricably involved on a round-the-clock basis, 
whereas contacts with mental health agencies 
dealt with a population, nursing homes, with 
whom they were involved minimally or not at 
all. 

2. The format of the 1972 contract allowed 
for followup visits to nursing homes, but not to 
mental health agencies, resulting in a depth of 
exposure for the agencies insufficient for the 
development of significant program change, 

3. The existence, on the part of mental 
health agencies, of hopeless attitudes at the 
prospect of working with the elderly and of 
concern about the low status commonly ac- 
corded such work. 

4. The claims of mental health agencies that 
they lack staff adequately trained for working 
with the elderly, especially those in nursing 
homes. 

5. Inadequacy of or confusion about mech- 
anisms of reimbursement for mental health 
services and consultation to nursing homes. 

6. A lack of pressure for services to the el- 
derly from potential consumers or their advo- 
cates. 

7. Budgetary and stafTing concerns over 
what is viewed as an expansion of program and 
services. 

8. A desire to delay programing relative to 
nursing homes In favor of programing for the 
aging generally. 

In summary, the '^Mental Health Services 
and Consultation to Nursing Homes" confer^ 
ences in Texas, Arkansas, and New Mexico, 
plus the various contacts made with Oklahoma 
agencies, have served primarily as conscious- 
ness-raising devices. Many mental health agen- 
cies can now be considered more approachable 
in tcrmH of working with long-term care facili- 
ties and the aging. Simultaneously, there ap- 
pears to be a growing desire on the part of 
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nursing homes *o seek and use mental health 
services beyond requests for prescriptions of 
tranquilizers and transfers to State hospitals. 
The attitudinal barrier appears to be dissolv- 
ing^ and the competence barrier reported by 
many mental health agencies is probably lower 
than imagined. 

It v^ould be unfair to this project effort and 
to many mental health agencies to leave the 
impression that no effective relationships with 
nursing homes are being developed. Many 
times, however, the efforts lack coordination, 
continuity, and ,^oal-directedness. It is hoped 
that a new training grant beginning in July 
1975 will provide more intensive and long- 
term training on aging for mental health agen- 
cies and will help to translate interest in aging 
services into effective programs. 
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IntroduDtion 

Approximately a year before the actual fund- 
ing of this project, the California State Depart- 
ments of Mental Health and Public Health (re^ 
organised in 1973 into a superagency known 
simply as the Department of Health) started a 
joint project to asiist community care pro- 
viders to develop training for their staffs v^ho 
work with institutionalized persons. First pri- 
ority for such assistance was given to convales- 
cent hospitals, nursing homes, and psychiatric, 
locked ("L" facilities), and long-term care 
facilities* 

Nursing educators were assigned to newly 
determined regions of the State to act as co- 
ordinators and consultants for training within 
these newly designated regions. This focus 
upon regional as well as onsite training was a 
relatively new thrust for the department. A 
survey of administrators of nursing homes and 
long-term care facilities, during this period, 
indicated substantial interest among these care 
providers. The end result of this joint project 
was the drafting of an application to the Na- 
tional Institute of Mental Health for funds to 
organize a project that would use the collabora- 
tive efforts of the Department of Health, an 
institution of higher learning, and interested 
key persons from participating long-term care 
facilities. 

PsychoieQial Aspects, Primary Focus 

The focus of this project was on the psycho- 
social (mental health) aspects of care of the 
elderly resident, client, or patient in congre- 
gate living settings. By emphasizing the psy- 
chosocial aspects, we did not intend to mini- 
mize ^by inference the necessary and important 
provision of medical services or public health 
' components of care. These services as a general 
rule have to dO: with making continuing life 
possible for the older person. 

Of equal importance, in our opinion, are 
those aspects which contribute to making the 



older person's life worthwhile. As a conse- 
quence, the principal objective of this training 
program was to emphasize the need to sensitize 
staff persons and others to the ways in which 
people and things, as component parts of the 
total environment (the life space of the indi- 
vidual person), can be geared to make up or 
compensate for the many and varied losses 
experienced. 

In this sense, the training components of 
this project were intended to help staffs be as 
imaginative and creative as possible in design- 
ing and bringing into reality the appropriate 
prosthetic or compensating environment. It in- 
cluded the concept of the barrier-free environ- 
ment, but it goes well beyond. 

The main objective of the project then was to 
stimulate and assist staff persons to learn to 
think, plan, and behave in such ways (even, if 
necessary, untraditionally) so as to help older 
residents maintain (or regain, when feasible), 
■ to the fullest extent possible their own compe- 
tence for living and their sense of self-worth 
and self-esteem. An acceptable level of quality 
of life is not possible without that. 

Another objective was to develop models of 
continuing education programs to use to train 
the staff working in the long-term care facili- 
ties. The training, we hoped, %^0Uld effectively 
promote and facilitate ongoing continuing edu- 
cation programs and establish and implement 
training modalities. The modalities would help 
translate these training programs into projects 
that could be used not only in California but 
elsewhere if needed. 

The main thrust of the program was to in- 
volve each participant to the maximum degree 
' possible i we wanted them involved in the dem- 
onstrations and taking part in the dialog and 
discussion by a free and we hoped candid ex- 
change of views. We were looking for an in- 
creased sensitivity to the critical issues, a shift 
in negative attitudes toward more positive 
ones, a greater degree of innovative thinking 
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and behavior which would lead to policy and 
prograiTiniatic changes to upgrade and improve 
the quality of life of the nursing home resi- 
dents. To this end, it was clear that the develop- 
ment of group cohesiveness was a must. 

Discussions with members of the advisory 
panel and other consultants made several other 
considerations readily apparent. One was the 
need for a practical program-oriented ap- 
proach to training. Care providers, such as phy- 
sicians and other long-term care professionals, 
tend for obvious reasons to be extremely task- 
and practice-oriented. And so any tendency to 
engagejn abstruse or purely theoretical discus- 
sions had to be assiduously avoided, This re- 
quirement put the instructors on their mettle 
to translate research data and theory into prnc- 
tical applications. 

We hope that the model of continuing educa- 
tion and experiences with key personnel and 
stafT described in this project report will be 
useful. Is is based upon a model training 
program developed and tested in actual practice 
in a 2-year period by the Anclrus Gerontology 
Center in collaboration with the California 
State Department of Health and funded by the 
National Institute of Mental Health. 

Siliction of Pirtlaipanti 

Because, as already noted, this prqject was 
intended to be a collaborative effort with the 
Department of Health (Department of Mental 
Hygiene), we w^ere guided by the special in- 
terest of the department at the outset by reach- 
ing so'Called "L" (psychiatric^ locked, long- 
term care) facilities. Our flrst training group 
basically was made up of teams of administra- 
tors and directors of nursing from four sepa- 
rate "L'' facilities in the: Loa Angeles area. 

These facilities were selected from a list of 
respondents who had indicated a strong inter- 
est in such training in an initial survey. The 
final selection of the group was also based in 
part for logistical reasons on the factor of geo- 
graphic proximity. 

The major thrust of this demonstration proj- 
ect during its first year was toward long-term 
care facilities in the metropolitan Los Angeles 
area. During the second year, the intent was to 
train similar groups in other areas of the State 
known for their high concentration of nursing 
homes. In such areas, participants were in part 
selected because of their potential for even- 



tually becoming resource and peer trainers in 
their locales. With several notable oKceptlons, 
this goal appears to have had a better than fair 
chance of fulfillment. 

The key persons, the administrators and di- 
rectors of nursing, of long-term care facilities 
were our first targets. These key persons set 
the tone and climate of the facility. Without 
their understanding of and sensitivity to the 
critical issues involved^ and their support of 
the goals to be achieved, staff training would 
probably prove to be partially effective at best 
and unusable and wasted at worst. 

It should also be noted that the newly estab- 
lished State Board of Examiners of Nursing 
Home Administrators (BENHA) was requir- 
ing 100 hours of continuing education work 
bienniall}^ to maintain a nursing home admin- 
istrator's license. There was. therefore, in- 
creasing demand for courses and training pro- 
grams which w'ere relevant and appropriate to 
such State licensed persons and which would 
also provide a sub.stantial number of approved 
hours of continuing education credit. Thus the 
70 hours of continuing education credit ap- 
proved by BENHA for this training program, 
provided a real incentive for participation on 
the part of the licensed persons. 

We expected to train these key people by 
sensitizing them to the issues and building 
their support of innovative positive change. 
They in turn would be involved in training 
their own staff along the same lines with sup- 
port of the instructing staff. Our subsequent 
experience and the experience of others has, 
over time, demonstrated the sensibleness, the 
validity, and in general, the reliability of such 
an approach. 

Three Dimensional Model Designed 
FIRST DIMENSION 

Our major goal was to develop a three- 
dimonsionnl model. The first dimension had to 
do with the priorities and organization ; the 
second with coordination and collaboration; the 
third with teaching strategies and methods. 
The primary unifying goal was to enable resi- 
dents in skilled nursing homes and long-term 
care facilities to function at an optimal level of 
competence and satisfaction. The. unifying 
theme in general was the emphasis on the psy- 
chosocial (mental health aspects) dimensions 
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of care; in particular, thematic fociiH was on 
compensations for loss in old age and the de- 
sign of prosthetic environments. 

The project was organized so as to test out 
two parallel yet distinctly aifrerent approaches 
to the training format. The first priority was 
onsite teaching, and a second priority was on 
developing a workable onBitd niodcl of training 
which would stimulate and be incorporated into 
inservice training in target facilities. 

SECOND DIMENSION 

The second dimension of the model, effective 
communication and coUaboration with the men- 
tal health component of the newly formed De- 
partment of Health and other agencies, was 
early established through an Advisory Com- 
mittee, This committee met approximately 
every 3 months (at the beginning it met 
monthly) r tnuch involved, and responsive, 

THIRD DmENSION 

Our objective In designing the specific teach- 
ing strategies of this project was to establish 
procedures which would approximate the fol- 
lowing goals : 

To begin to describe, delimit, and interpret 
the complex psychosocial (mental health) lac- 
tors which are involved in and affect the behay- 
lor of the staff, the residents, and their 
families. 

To confront participants with the variety of 
myths and stereotypes about old age and the 
elderly which are widely held and destroy these 
by utilization and dissemination of more real- 
istic views of the aging process available 
through the latest research and experience. 

To sensitize students to the existential needs 
of elderly residents and help make **connec- 
tions" between certain kinds of policies in 
long-term care and the eff'ects, both good and 
bad, upon the residents. 

To train students to recognize the signifi- 
cant role played by the environment in its 
interaction with residents and stimulate Imag- 
inative approaches to designing a prosthetic, 
compensating environment, 

To train ;Students to recognize the potential 
of residents for competent functioning and the 
potential of staff for a larger role within the 
facility. 

To help develop modalities for increasing the 
maximum collaborative participation of sup- 



portive aironts from outside the facility, such 
as friends, businesses, volunteers, and commu- 
nity groups. 

To encourage mutually supporting, mutually 
educating efforts through ongoing or repeated 
programs of continuing education, both formal 
and informal, eventuating in progranmiatic 
policy and programmatic change which would 
improve the life and functioning of residents. 

In summary, our teaching goals were: (1) 
to increaHe understanding of the aging process, 
(2) to destroy myths and stereotypes about the 
elderly, (3) to delineate some of the important 
factors in the person-environment transactions 
and how to modify these, (4) to encourage and 
to provide models for continuing education 
courses, and (5) to show the commonalities be- 
tween psychosocial dimensions of care of the 
elderly resident and factors affecting families 
and stafT. 

In due time, as the project progressed, addi- 
tional goiils were identified, namely, to involve 
other components of the long-term care system, 
such as. the attending and referring physician, 
the surveyors (State Department of Licensing 
field representatives), and ultimately the legis- 
lative groups which devise and enact laws and 
reguUitionH governing long-term care. The ini- 
tial overtures in this direction have been made 
by necessity in a limited way and with limited 
results. 

Conduct of the Project 

The entire project was conducted in a series 
of sequential stages, The first, upon which later 
modifications were based, Included four "L" 
facilities (proprietary) from the central Los 
Angeles area and continued for the longest 
period, 16 weeks. This group, as most of the 
others, took several sessions to warm up to 
each other and the Instructors as well. 

In time, however, a strong sense of group 
identification began to build and was mani- 
fested by the increased willingness to share 
with the group what were potentially embar- 
rassing Intrahouse staff and^ resident-related 
problems. General attitudes toward staff and 
clientele elicited at the onset were in the main 
rather negative. One administrator candidly 
admitted that he viewed his residents essen- 
tially as merely bodies. The following, for ax- 
ample, is characteristic of the kind of descrip- 
tive words elicited from the group about 
residents: = 
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Sensitive person 

Noisy 

Nosey 

Stubborn 

Suspicious 

Neglected 

Spoiled 

Frustrated 

WelUadjusted 

Restless 



Interesting 
Sense of humor 
Chronically ill 
Happy 

Individualistic 
Hoarding 
Dirty habits 
Humiliated 
Dependent 



Staff were frequently characterized in effect 
as untrained hired hands. Such views were 
shared by the other participants in the group 
although with varying degrees of reservation. 
As the sessions wore on^ we began to see a soft- 
ening of these attitudes, especially as expressed 
during the followup training sessions. The ad- 
ministrator who had viewed his residents as 
bodies, for example^ was uneasy at first about 
his role as ^ teacher. He was observed subse- 
quently leading discussions in a group of about 
11 of his staff and commenting on problems of 
charting the behaviors of residents. 

After leading into a discussion of the resi- 
dent's career prior to admission (replicating in 
large part the previous Wednesday's session) 
he warmed up to the subject, lost his ill-at-ease 
manner, and began getting more frequent re- 
sponses from the staff. The log notation indi- 
cates that he became more efTectivei at times 
even eloquent, in making points about the im- 
portance of maintaining the resident's sense of 
self-esteem^ self-worth, and dignity. At one 
point, the log notation indicates, he was de- 
scribing a hypothetical facility, pointing out 
how it might provide clean floors and clean 
sheets, adequate food and proper medications, 
but **that just isn't good enough for this facil- 
ity." VVe observed further indications that he 
was beginning to think differently than he had 
in the past about his residents, his staff, and 
about the policies and operation of his facility. 

One programmatic change on the part of 
this facility was the initiation of a so-called 
cocktail hour in the late afternoon each day at 
which time the socializing of residents was en- 
hanced by serving wine and snacks* After sev- 
eral weeks, we observed that the staff*s re- 
sponse to this innovation was positive; much 
more spontaneous socializing took place, and 
the flagging appetites of some of the residents 



Were rejuvenated. Residents were also reported 
as sleeping better at night. 

Most of the facilities were observed to be 
taking pains to make their own training 
classes more interesting and pleasant— even 
fun— by increasing informality, encouraging 
free exchange, serving some kind of snack {e>gn 
cookies), and a choice of beverages (cotTee, iced 
tea, and punch) = We noticed increased atten- 
tion in the discussions to the dominant theme 
of environniental support and self-esteem. 

The students spontaneously decided after 
the third training session to have lunch to- 
gether, v^hich turned out to be another manifes- 
tation of the growing sense of group cohesive- 
nesi. A great deal of sharing and informal 
exchange took place during these lunch periods. 
These friendly exchanges laid the groundwork 
for a kind of balancing effect in the dialog of 
Our training sessions. That is, whenever we 
Presented a particular Issue which would indi- 
cate the need for a policy or program or pro- 
cedural change, not infrequently some member 
of the group would respond to the challenge 
with **yes— but!" This negative response usu- 
ally led to a lengthy exposition of why some- 
thing could not be done, or could not be changed 
(**cost too much/* for example, or **not feasi- 
ble*'). AlmOBt invariably another member of 
the group woukl intervene with, -^Why can't 
you do it? We do it." And this afterwards 
turned into a discussion of creative solutions. 

One administrator and his co-teaching direc- 
tor of nurses became acutely aware of the rela- 
tive lack of meaningful activity programs in 
their facility. Teachers from this facility were . 
the only ones that assigned homework in its 
followup training. Three questions were writ- 
ten on the blackboard for consideration and 
discusBion at the next staff training session: 

• How Can we personalize the space of our 
resident? 

• What activities can we begin or add for our 
resident? 

• What can we do to make life worthwhile for 
our resident? 

Organising the Training Group 

The procedure followed at the beginning of 
each training group was as follows: after the 
probable participants were contacted and se- 
lected by our regional mental health consul- 
tants, a letter was sent to each of the facilities 
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inviting the administrator and director of 
nursing to meet for approximately 2 hours in a 
designated place and at a time convenient to all. 
This meeting usually took place about 2 weeks 
before the first training session. At that meet- 
ing (one of which was a luncheon meeting) the 
project director and assistant project director 
introduced themselves, met the participants, 
and then summarized the background, the 
goals, the general format and procedures, and 
expectations of the training project. Some gen- 
eral housekeeping and administrative details 
were ironed out, questions raised by attendees 
were answered, and schedules and timing were 
agreed upon. Our main intent, in this "get- 
acquainted" session, was to create a positive 
atmosphere and gain the cooperation of the 
participants and their peers. The suggested 
format for this preliminary planning meeting 
was as follows: 

OBJECTIVES i 

• To introduce (get acquainted) with instruc- 
tors, participants, and consultants (if any) 

* To explain logistics and administrative de- 
tails and, of course, answer questions 

* To explain general theme and goals of the 
course 

• To accomplish any pre-course evaluation pro- 
cedures. 

METHOD i 

Verbal sharing 

Discussion—questions^ — answers 
Have students draw themselves as they imag- 
ine themselves at about age 80 (or 00) ; 
discuss attitudes toward aging suggested 
by drawings. 
Give an attitude scale measure (attitudes to- 
ward the old or toward the job or toward 
the facility); 
This introductory session need not take over 
1 hour or V/j, hours at most. As already men- 
tioned, the followup function proved to be most 
important, not only to insure the carrying out 
of the staff training as agreed upon to main- 
tain continuity and provide support, but also 
to provide opportunity to observe and: record 
in a log any kind of policy or programmatic 
change. 

The following outline was used by the re- 
corder during followup session.^ and the infor- 
mation obtained was used in the evaluation of 
the project: ^ ^ 
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SETTING i ^'^^^"^ 

Was the room adequate? 

Did they have good lights and ventilation? 

Did they have comfortable seats? 

Did they provide a place to write? 

Were adequate equipment and materials 
available to participants, such as black- 
boards and appropriate visual aids? 

What extra conveniences were provided 
(such as snacks, etc.) ? 

Were students able to hear? 

Were the surroundings conducive to learn- 
ing? 

ATTENDAISCE^ 
Who attended? 

How many and how regularly? 

Did the facility have a representative for the 
staff present? 

Did the meeting start on time and were par- 
ticipants on time? 

Did participants stay for the full session? 

Did everyone participate? 

MATERIAL^ 

What format was used? 

Did the instructor follow the outline or get 

off the subject? 
How was the discussion handled? 
Was the material presented in an exciting, 

lively way or were the sessions dull and 

uninteresting? 

DISTRACTIONS^ 

Were outside noises loud enough to distract? 
Were there many interruptions, how many, 
and how were they dealt with? 

CHANGES: 

What was the response to training? 

Were there any attitudinal, programmatic, 

or policy changes? 
What were the differences, if any? 

GENERALi 

Was the impression given that continuing 
education training was important? 

We determined to use two basic strategies to 
achieve group cohesiveness. One strategy was 
to use the same instructor units (either team- 
teaching or tandem teaching) throughout the- 
training track, and the second was to hold the 
groups to a small number of participants. Most 
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training sessions involved approximately a 
dozen persons. Those sessioni conductid in the 
north of the State included about a half-dozen 
mote because of the logistical need to include 
some four or Ave mental health consultants to 
assist with the followup of an increased num- 
ber of participants. In summary, the average 
number of participants in the various training 
sessions was 15 persons, which was probably 
about the right number of participants, given 
the results we had set out to achieve. 

During the period of our first training course, 
all sessions were held in one institution acting 
as the host facility. In subsequent series, two or 
three sessions took place at one of the facilities 
represented in the participant group and then 
the sessions were held at several other faciU 
ities in turn. This rotation provided not only 
variety but also the opportunity for these key 
people (administrators and directors of nurses) 
to examine first hand facilities and operations 
other than their own. We discovered that or- 
dinarily these key people seldom if ever had a 
chance to do just that, and, in fact, they weU 
corned and enjoyed the opportunity to do so. 

We constructed the training sequence and 
substance of each session to run parallel to a 
natural series of events. This format meant 
dealing with issues as much as possible in the 
sequence they were likely to occur in a nursing 
home or long-term care setting. 

We began with our formal pretest evaluation 
materials and then discussed general attitudes 
toward (a) the elderly, (b) older residents, and 
(c) staff. The sequential approach consisted 
then in dealing first with issues relating to the 
prior career of tlie resident in the nursing home 
and then the major topics and issues were dis- 
cussed, We then swMtched the focus to the fam- 
ily, discussing Issues related to the family at 
time of admission, admission adjustment, the 
period following admission, and so on. Final 
training sessions focused on staff needs, staff 
development, and morale, 

Onilti Teaching 

Another important consideration was where 
to provide the training, The determination to 
do this onslte (that is, within the environs of 
the nursing home) proved fortuitous for a 
number of reasons. For one, onsite teaching 
stimulates and encourages ongoing continuing 
education. We were able to teach at the scene 



of the action; thus, we had the teachings 
training activity take place where the aubse- 
quent followup activities were to take place. We 
wanted continuing education to become part of 
the warp-and-woof, to get embedded in the 
bloodstream, so to speak, in the administration 
of long-term care facilities, and onsite teaching 
proved to be a most useful modality toward 
that end. At the same time, some of the prob- 
lems and difficulties encountered by adniinis-^ 
trators and directors of nursing in establishing 
and carrying on continuing education programs 
w^ere Illustrated in our onsite teaching. For ex- 
ample, a number of facilities acquired basic 
equipment which they had not had before* such 
as a large blackboard, chalk, and erasers, as a 
result of our teaching requirements. 

We also had available to us a goldmine for 
clinical demonstrations, e.g., elderly patients 
for interviewing before the class and groups 
for demonstrating group work. The effect on 
residents was therapeutic, and staff who did 
not participate direcHy in the class became in- 
volved in getting residents ready or escorting 
the elderly to and from the classroom setting. 
The availability of residents to complement 
teaching was one of the important assets of 
onsite teaching. 

We had to contend and deal with such things 
as selecting adequate and appropriate space 
and time for training, interruptions by other 
staff, intrusions and interruptions by residents, 
and unforeseen emergencies caused by both 
things and people. By coping as effectively as 
possible with these housekeeping and adminis« 
trative details as they occurred in the nursing 
home, we were able to provide something in 
the way of modeling for those who themselves 
were required to become teachers and trainers. 

Differences in capacities to translate the for- 
mal training into staff training (the foUowup 
staff sessions) did begin to surface early. The 
transition from being a participant, in formal 
training to trainer of staff seemed to be closely 
related to variations in prior education and 
experience in the field and also to the size of 
facillty'and extent of financial resources avail- 
able to these key people. 

Not least among the problems we faced were . 
the number of distracting demands upon the 
time and attention of these students and the 
personal Importance they place upon training 
programs, both for themselves and their staffs. 
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In geiieral we weru ablu to ^'hold'' them to thn 
extent wc were able to keep the training on a 
pragmatic level, closely tied to problenvHolving 
and^'how4o-clo-it/' A cloHely related yet subtle 
issue had to do with the attitudes of the key 
people toward their clientele and Mtafr as well 
This climate, no doubt, in a universal issue 
involved in all such training. 

Some of these students learned to cope with 
the aforementioned distracting demands in 
creative ways. Most of the students followed 
our model (and suggestion) of team-teaching. 
In one instance, for example, the administrator 
would do much of the presenting of material. 
When called out by the front oftice on an emer- 
gency, her director of nurses would immediately 
take over — ^even in midsentence— and continue 
until the administrator returned. 

The main nonverbal message to the staff, 
, however, was the importance these key people 
placed on training. For example, at one train- 
ing session the key people operated two dif- 
ferent facilities, one a nursing home and the 
other an *'L" facility, about 5 blocks distant 
from each other. All of the early followup train- 
ing was given in the nursing homo, which gave 
rise to complaints from the ^1/* facility stafT 
that they were being left out. As a result of a 
dialog tiuis generated, other complaints of the 
second staff began to surface with the result 
that the social worker began to conduct a par- 
allel training program in the second facility. 

Similar questions and complaints from stafT 
not involved in this training cadre came to the 
attention of our students. Al! began to discuss 
plans for continuing the same training with 
the remaining members of their staff at a later 
time. The night staff at one facility expressed 
exceptionally strong interest in the program; 
as a result, the administrator arranged an 
additional (to the regular followup training) 
training program ourly Monday mornings as 
soon as the night staff came off duty. The ad- 
ministrator taught this class herself. 

On the other hand, one director of nurses 
remained conspicuous by her absence in both 
the Wednesday sessions and the followup 
training. As nearly as we could determine, she 
defined her role as nurse so narrowly as to mis- 
takenly exclude herself from almost all involve^ 
nient with the psychosocial dimensions of care 
of the elderly. This attitude is by no means an 
uncommon one. 



As another example, an Hdministrator was 
experiencing a great deal of stress arising from 
the obvious lack of cooperation evidenced by 
several long-time employees Inherited from a 
previous administration, as well as lack of 
energy and interest on the part of the director 
of nurses. This administrator shared some of 
those problems and his associated feelings with 
the group. Not surprisingly the group responded 
with much support and also with some direct, 
straightforward advice, and exhortations to 
"really take charge'* of the situation. Of the 
entire group, this particular facility pro« 
vided the least reliable and least consistent 
followup staff training programs. At this 
facility, some sessions were missed entirely, 
other sessions did not appear to be adequately 
prepared for, and staff training, nonverbally 
at lea.st, was given rather low credibility and 
status. One major factor in this poor showing 
was the selection of an inadequate place for 
training staff (not enough chairs, too noisy, 
lack of privacy, and no blackboard) and the 
lack of regularity in scheduling. All of this con- 
fusion found its counterpart in the warehouS'' 
ing atmosphere of the facility, which again 
underscores our belief that the attitudes (good 
or bad) of such key people as the administrator 
and director of nurses are invariably directly 
reficctecl in many ways in the quality of life 
of the residents. 

Studenti as Teachers 

It now appears that one of the best features 
of this project was the requirement that our 
own participants shift from the student*s to the 
teacher's role in training their own staff. This 
requirement created a momentum for establish- 
ing a continuing education program in each 
facility that would not have worked as v/fiW any 
other way. Each week the participating admin- 
istrators and directors of nursing met our 
instructors for almost a full day's seminar 
(0:00 a.m,-3:00 p.m.). The morning session 
consisted of presentations and discussion, and 
the afternoon session revoked around the cHni- 
cal laboratory. This laboratory was planned 
cither to illustrate the subject of the morning's 
discussion or to demonstrate some practical 
application of a problem discussed. Several 
modGs and procedures were used during these 
clinical laboratory periods; they ranged from 
the use of appropriate and relevant tapes and 
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souTidfilniM, through 8Clf-cxpcricnring of ROn- 
sory cleprlvation, to the interviGwing of elderly 

At the request of the students, a time was set 
aside for problem-solving discussions during 
the clinical laboratory, The problems were 
comi^^-^^ Urgent onen thut had beset one or more 
of the students durlnsr the previous week. They 
varisf^ from how to handle drunken stafr mem- 
]jqyb to how to maintain or use the fire sprinkler 
gy^stems. The problems were always student 
initiated and discussed by the entire class. 

gorrie time was spent during the introductory 
ggggion, the first formal session, and at the con- 
clusion each training session on what can 
best b^ ^^ulled -'how to teach'' methods. We 
found it Was a mistake to assume, even though 
the participants proved to be for the most part 
^ye]l ^educated and articulate people, that they 
would f©^l comfortable immediately in a teach- 
ing role. A large number indicated that they 
had f^^^ ill-at-eaRe and uncertain initially as 
teacherB, and that our discussions on the teach- 
ing pi'o^^^-^a itself, brief though they were, did 
help^ 

At the Conclusion of each Wednesday's train- 
ing session, a brief period of time was spent 
jjj nn effoi^t to crystallize the major points 
covered anci the salient issues raised, This time 
was l^belQcl "important points to teach'' and 
^y^p deviled as a help to the participants in 
organi'^i^^R their own teaching strategies for 
the following day. 

Each Thursday or Friday fnllfjwing the 
Wednesda^^ training session, the participants 
were expocted to meet a minimum of 2 hours in 
their f^i^'Uties with their staff presenting at 
least the major aspects of the Wednesday's ses- 
sion. Those participants teaching were encour= 
aged (although not proHsed to do so) to use 
Wedn^^day-64 nutlino. Our nutHne was almost 
always followed. 

ja insure the regularity of these staff-train- 
ing session^^ as well as continuity of content? 
the reR^dur instructors were present, not to 
take o^'C^' teaching, but to observe and to pro- 
vide support when necessary. There were indeed 
several occasions when the instructor hud to 
take o\'i^^ practically the entire training func- 
tion during the followiip when it appeared 
obvioii^ ^hat the trainers in the facility were 
neither prepared nor willing to instruct their 
assenibled staff. These events were shared in 



as diplomatic but straightforward fashion as 
possible with the group in the following 
Wednesday's seminar. 

Training Sesiions 

After considerable exploration with mem- 
bers of the advisory panel, we decided to have 
one ensuing group made up of nonproprietory 
facilities and another group comprised of a mix 
of such facilities. The idea was to try out dif- 
ferent formats of organization and study the 
group of participants so as to get a fix on that 
training model which approximated the opti- 
mum. 

In reviewing the results of our first training 
course, we decided we could condense the sub- 
ject matter and still accomplish the same re- 
sults. Coupled with the logistic constraints em- 
bedded in the requirement that we give two 
training sessions simultaneously during the 
latter part of the first funded year, we revised 
our teaching outline to fit within a timespan 
of 14 weeks. Subsequent training series were 
designed to run 10 weeks. 

Prsparing to Tsach 

The description of the coursfe content was 
taken from a manual developed and tested in 
actual practice over a 2-year period. The follow- 
ing strategies and procedures emerged. The per- 
son using these strategies and procedures needs 
to take into account several general basic 
principles apropos of any effective inservice or 
continuing education training enterprise: 

1. You should always prepare your class by 
developing a prior set toward what they will 
be doing. This is accomplished by enough prior 
announcements so as to make clear w^hen and 
whore training will take place, who will parti- 
cipate, how much time will be spent, W'hat is 
to be expected of them and of the instructor (s), 
what they can hope to get out of it (job or 
career enhancement?), and the like. Some of 
this should be done In advance of the class, some 
at the beginning of the first session. 

I f yo u are s e r i ou s abo u t t r a 1 n i n g them y o u 
must make your training efforts serious. Your 
class will take it (usually) only as seriously as 
you do. Your nonverbal messages in that regard 
are probably' much more important than your 
verbal statementSj announcements, or memo- 
randa. If the instructor is poorly prepared or 
not prepared at all, if the class is held in an 
inconvenient, unpleasant place subject to inter- 
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ruptionSj disturbances, or constant annoyanGas, 
if classes are dropped (even for good reasons) 
or start late consistently, if materiali and 
equipment (such as an adequate blackboard) 
are lacking, then whatever else you say, your 
class will not take your training effort seri- 
ously* 

2. At the same time, you must see to it that 
the training you conduct is at the least pl6aa- 
ant, at best it can and should be intriguing, 
interesting, even fun. There is no reason for 
such an enterprise to be grim, dull, and boring. 
Use references, visual aids ; have an occasional 
Interesting visiting lecturer or interview; use 
role playing, demonstrations, experience shar- 
ing ; offer refreshments or snacks ; relax, be 
informal, use humor, and enjoy what can be 
for all a good experience. 

8. Training should never be overly casual or 
too abrupt. No session should be less than 1% 
hours with perhaps a short 10 or 1B_ minute 
break. Continuity is also important. Better a 
2-hour session (or 1% hours) every week than 
3^4 hours every second or third week or once 
a month. This manual is geared to a 10=12 week 
series which will best facilitate the develop- 
ment of group cohesiveness (the feeling of trust 
in and belonging to). You will have gained an 
enormous advantage if you use the training 
not only to impart information, but also to de- 
velop a sense of confidence and trust on the 
part of the participants. This rapport will pay 
off . not only in the short but in the long run. 
Therefore, do not use the class as a means of 
reading out or getting at your staff. 

4. Be explicit, clear, and to the point In your 
discussions. Sometimes a side issue is important 
to pursue, but you should keep the class on 
track or bring them back when they digress 
so that you are not continually rambling off 
into endless confusion. You will want to draw 
out discussion from your class, but do not fail 
to make clear what it is you want and what 
the ultimate goals are, so that your staff does 
not have to assume or guess. Never let the class 
fall into petty bickering about a detail. If an 
issue is sticky, raise the issue in as concrete a 
way as possible and ask your class to brain- 
storm some creative solutions. 

5, Continuing education is to be seen as just 
that. Everyone on the long-term care facility 
staff needs and deserves such an opportunity, 
even the night shift, office, and kitchen staff, 



etc. And they especially need this training 
series presented often enough so as to include 
all members of the staff, 

6. Finally, some attention should be paid to 
evaluating your training programs. The trainer 
needs to know how effective the training is, 
where it Is on target, where it needs improve- 
ment or revision. At the minimum you should 
ask for some evaluation during or at the end of 
the training series. In this regard, three ques- 
tions which are useful to ask are (1) "What do 
you (or have you) found most useful or helpful 
about this class (2) "What has interested you 
the most?" (3) "What would you prefer to see 
changed (added, omitted, or given more time) V 
In this instance, some followup of improve^ 
ments in practice and behavior on the part of 
staff, or some survey (for which you might ask 
for assistance) of impact on the ultimate con- 
sumer, the resident, should prove revealing and 
useful. 

Diiign 

Each session in this training series was com- 
posed of two parts. The first part was designed 
to be a morning seminar (presentation and 
discussion) revolving around a central theme 
for the day, taking approximately 2=3 hours. 
The second part (originally given after lunch) 
constituted a clinical laboratory, that is, a ses- 
sion of 1% to 2 hours or more of demonstra- 
tions, interviews, tape recordings, or films, de- 
signed to illustrate or demonstrate the morning 
theme. 

To a large extent, these clinical laboratories 
can be incorporated into the seminar-type 
session. If the weekly sessions are to be limited 
to a 2-hour session, however, it would be wise 
to consider extending the length of the series 
(say over a 14 to 16 week period) so as to allow 
ample time to adequately explore all the issues 
raised in this manual. 

COURSE CONTENT 

Week 1 

WITH WHOM ARE WE DEALim? 
IT ALL STARTS WITH ATTITUDE 

How do you see the residents or patients 
you care for? 

* Your personal view of the old, the in- 
capacitated 
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• The difference between disabled persons 
or persons with a disability 

• What are the capacities, potential, and 
future of the residents in your facility? 
(Write these on the blackboard as they 
are verbalized by class.) 

STAFF COVERAGE 

Who on the staff needs training? 

• How does one select staff f **x-y-' theory 
(the view some hold that staff are not 
worth training, hired hand, others* that 
staff can be trained and can do more.) 

• Capacities and potentials of staff (write 
these on board as verbalized) ; discuss. 

TRAINING YOVR STAFF 

• Why: they are your policy implement- 
ers, they make it happen 

• Hmu: making learning and education 
important and enjoyable 

• WhM does ymtr staff need to knoiuf 

Your answer and their answer (ask 
staff what they need to know) 
Verr%\ and nonverbal msesages (what 
you say vs. how you behave) 
Training methods and procedures 
(spell out the procedures) 

• TQlking mental health jargon to your 
staff. 

• /a jargon neeessary to be wider stood? 
How can we make onr selves tmderstood 
better by reducing jargon? 

IMPORTANT POINTS TO TEACH 

• Learning can be fun and enjoyable; in- 
service should not be a drag 

• Negative and positive attitudes towards 
aged residents generally held by staff 
persons and by older persons themselves. 
How this affects care " 

• That old people are constantly under- 
estimated ; do have capacities, potentials, 
and futures. Discuss different goals for 
different persons. 

Wsik 2 

OBJECTIVES 

• To become aware of sonie of the many 
possible events which may precede the 
admission of an elderly resident 

• To understand the impact of the many 
losses that occur in the process of aging, 
i.e., physical losses, social losses, eco- 



nomic losses, loss of significant others, 
loss of role 

• To show the importance of self-esteem: 
in the total welUbeing of the aged person 

• To encourage thinking along the lines 
of compensating for losses as the basic 
dimension of psychosocial (mental 
health) care* 

® To discourage the view of the aging 
process as an incurable, irreversible 
disease. 

RESIDENrS CAREER PRIOR TO 
ADMISSION 

Those Eveiits in the Residents' Lives 

Which Led Up to Admission 

^ Many changes; most represent losses: 
Most losses are gradual, usually cumula- 
tlve, and much variation (not at the 
same rate or extent between individual 
persons) 

• Physical changes (losses) i energy, 
sight, hearing, taste, smell, touch, car- 
diovascular, and cosmetic. Thus the body 
is not the same at 80 as it was at 35 
years. Give examples of various kinds 
of losses 

• Social changes: loss of family, friend- 
ship network is often disrupted ; through 
mobility, through death, sometimes 
through divorce 

• Economic changes ^ vocational and in- 
come loss; retirement, loss of home- 
many become poor when they retire; 
also loss of friendship network upon re- 
tirement; usually cannot compete in 
open-job market 

• Cultural changes: loss of significant, 
meaningful, or desirable roles (the sick 
role) ; ageism, elderly are regularly 
devalued, often assumed not to be as 
competent or useful as younger cohorts. 

Psychological consequences of such losses 
Relation of self-esteem, aging, and com- 
petence 

• The rise and fall of self-esteem. Self- 
esteem grows out of positive feedback 
from, others; built on feeling of having 
impact on environment, of being an 
effective, competent person 

• Function model rather than chronic 
disease model. We sometimes spend so 
much time on pathology and deficits of 

g ^ aging we give old age a bad name. 
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The iwtioii of conipcnmting for losses 

• Example of things we attach to the 
body: eyeglasses, prosthetic legs, heart 
pacers are compensation devices 

• Do not penalize the old for their losses, 
do not make it harder for elderly to 
function 

• Going beyond barrier-free environments 

IMPORTANT POINTS TO TEACH 

• Losses over the years need to be com- 
pensated for so older persons can con- 
tinue to function in spite of loss 

• Self-esteem depends on a sense of com- 
petence, worthwhileness ; this need for 
self-esteem is critical to well-being and 
good health of elderly. 

Weak 3 

OBJECTIVES 

• To list possible crises that precipitate 
admission 

• To distinguish between a gradually 
developed vs. a crisis decision 

• To consider decislon-making^ about ad- 
missions 

• To list important information needed 
on admission 

• To define which types of admissions 
might be premature or unnecessary, and 

• To ascertain what alternatives might be 
available. 

CLINICAL LABORATORY 

Role play 

• A guilt-ridden, angry family, seeking 
informaUgn about admission (without 
the potemial resident) 

• A family accompanying the potential 
resident to admissions office 

Role play from the mperieme of pa/rUci^ 
pants. Explain that they are to play the roles 
from their memory of such persons* behavior. 
Role play for a %vhlle, call a halt, and allow 
other participants to role play until practically 
all have had the chance. One person should role 
play the administrator, the director of nurses, 
or admitting clerk* Try combinations of these. 

Have students draw themselves in old age in 
crisis sittiation which necessitates being sent 
to a nursing home. Discuss varieties of crises 
in elderly and prevention aspects. 



FACTORS PRECIPITATING ADMISSION 

A gradiially devdoped or a crisis decmon? 

• How was your facility y elected? 

• Appropriate selection; lifestyle factors 
(Will lifestyle of resident be facilitated 
or frustrated?) 

The family as a soiirce of information 
« What kind of history is important? 
Should you be concerned about health 
history? What about family relation- 
ships, family process? 

• Direct and Indirect means of 

* getting information 

* giving information 

* looking for tell-tale signs of strain 
between family members ; tendency 
to con the potential resident; what 
Information Is obviously omitted? 

Is this admissioii right? 

• Premature or unnecessary admission? 

• Can the family really care for relative? 
Will this do more harm than good (is 
this a dumping phenomenon) ? 

• Are there real alternatives? 

Who makes the decision? Do you tell 
them or explain the alternatives and 
their relative merits? Do you counsel 
or refer? Should you help the family and 
how? 

IMPORTANT POINTS TO TEACH 

® Gradual vs, crisis decision 

• Older person needs time to adjust to 
change 

• Increase the supports by staff for all 
newly admitted persons 

• Share Information with one another. 

Wiik 4 

OBJECTIVES 

• To explore and describe the attitudes 
and moods of residents upi^ 'aJmission 

• To sensitize the effects of first impres- 
sions 

• To develop new and better ways to 
orient the new resident and soften the 
transfer trauma. 

CLINICAL LABORATORY 

Use and discuss the tape ''You Are Not 
Alone" (A), 
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RESIDENT AT TIME OF ADMISSION 

How does the remdent view the move Mo 
a facility? ^ 

• What has he been told or not told about 
the move? 

• What about the resident who has been 
conned or misled; what about the re- 
sultant confusion ? 

What are resident* s biases, expectations ^ 
attitudea? 

• Toward the family. Good or poor family 
history? Is resident angry at members 
of family (does resident exploit this 
through guilt) ? 

• Toward the facility? Write on black- 
board the biases verbalised by staff; 
how to deal with negative ones. 

What about first impreBsiom of the resi^ 
- d&M - 

• Give examples from own experience 
how first impressions work, good and 
bad; first impressions of seeing some= 
thing unpleasant through an open door; 
how can this aflfect the new person? 

ORIENTING THE NEW RESIDENT 

• Recall the losses of the older person; 
in addition to problems with vision, 
hearing, etc., now he must adjust to a 
new, strange place, Need to see the whole 
facility (upright not horizontal). 

PiLTpose of ijitroduction, %ise of first names? 

• People are important (roommates?) 
Who does what? Whom to go to? What 
the new resident can expect. 

Thorough familiar imtion (need to i^Gpeat) 

• Do not assume a one-trial introduction 
or tour is sufficient 

Daytime tour, night-time tour (use of a 
picture, a map, or a buddy), Residents 
as hosts or hostesses, 
Providing sufficient sitppoj^tf recwsuvance 

• What about a cofTee, tea^ or milk snack 
time at admission? 

Use of prior contact by someone in facil- 
ity (a resident or HtafT person) . Familiar 
objects (furniture? hobby items? petB?). 

IMPORTANT POINTS TO TEACH 

• Importance of honesty with the aged 
about the move, How to deal with resi- 
dent. Let reHuleni know what ruallty in 

• Importance of orientation and reputi-^ 
tion 



• Importance of mupport and reassurance 
for new residents, who are fearful, 
frightened, under stress, 

Wiek S 

OBJECTIVES 

• To see the value of getting to know the 
family and their background as much 
as possible 

• To develop a sensitivity to the dynamics 
of the family situation in first contacts 
with the facility 

• To learn how to devi'lop realistic eKpec- 
' tations on the part of the family 

• To help the family become a resource 
to the staff, 

CLINICAL LABORATORY 

Show film "The Eye of the Beholder" (B) 
which illustrates differing perceptions of the 
same events (about 25 minutes), 
or 

*'Home for Life" (C) , a semldocumentary on 
the entrance of two older people into the Drexel 
Home in Chicago (2 reels, about 75 minutes)* 
Excellent for showing interaction with rela- 
tives. 

or 

'To Live with Dignity" (D), describes treat- 
ment program for very confused elderly per= 
sons (about 28 minutes), 

THE FAMILY AND ADMISSION 
ADJUSTMENT 

Taking a good look at the family 
Family distress; in crisis 

• Dealing with stress, guilt, hostility 

• Write on blackboard all the feelirigs 
staff see in nuch family members; dis- 
cuss the element of stress factors 

• What they ask and do not ask 

• Write on board kinds of questions asked 
by family; which can facility YQ-My 
meet? (example - provide 24-hour super- 
vlHion?) 

In t m fa m iiy vda tionships 

• Good or bad— ^when does staff become 
largetH of bad family relationships; how 
to deal with those incidents. 

Halpiufj Ilia fumiljf take a good look at the 
fiuMiiii 

FirHt Impi'CiHHlons of facility 

• Whom should family meet? Many more 
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than adminlstnitors and director of 
nurses; should family git to know staff 
and their functions? Night staff, ^ 

• Under what circumstances; how infor- 
mal how personal; when would small 
family groups and staff involvement 
make sense? 

Developing realistic cxpeciatioyw ^ 

• What facility can and cannot do; faciU 
ity would not do if it could (surveillance 
24 hours) ; how much discussion with 
family to explore and make clear. What 
is the payoff? 

• What is family's role? Do they need 
**p!ece of action'*? In what ways family 
members can he helpers (write on 
board) ; family as a resource; how best 
to deal with chronic cxmipla iner s, _ 

™ How well do rolaU understand pro- 
grams and goals? It is possible for staff 
to counsel the "fear merchants", "bomb 
droppers/' 

iMPORTANr POINTS TO TEACH 

• Families in stress need help 

• They need to irnderstand clearly what 
facility can and cannot do 

• Need roles as helpers, as resources. 

Wiik 6 

OnjECTIVES 

* * To increase understanding of person or 
environment interaction -^-^ 

• To make aware of the internal and ex- 
ternal barriers 

• To senHilizc to the meaning of certain 
kinds of behavior 

• To help develop iinderstanding and 
skillB in preparlnj^ nursing care plans. 

aJNICAL LAnOHATORY 

• Interview one or two rosidenls in such 
a way that group can develop an on-the- 
spot care plan and discuss, 

RESIDEiSrS ' (lAHEEIV' EOLLOWIISG 
Ami I SSI ON 

Factlitjf is a lifv^sjwvc (vid jyrovvsHing 

• RcHidcnt iuid racilityi how each alVi^cls 
tho othur. Iiulividuiil purson rosponds to 
(and bulmvoH) liiH ^Maternal" unvlruiu 
rnunt as wuU as tu uxlurnal factors; in 
turn alVuuts evurylhing aroinul hint, 



Yowr facility: a comrimnity tvithin a com^ 
mmdty 

• The inside barriers; important to And 
out which events affect resident and 
how they do so, 

• The outside barriers; lack or availabil- 
ity of transportation, getting around; 
attitudes of communities toward the old ; 
events that occur outside the facility, 
yet affect resident. 

Withdrawal arid isolation as signals 

• Attention-getting strategies; angry be- 
havior ; much crying behavior^ com= 
plaining about physical aches (socially 
acceptable?) 

• Dependence versus indepeiidence; these 
are ■ -relative" states; better term, for 

independent_might.^be_ielf-suffi^ 

What is your plan, Imig- and shorMemi? 
Nursing care plans 

• Are they relevant and appropriate to 
needs of person? Ask person, ' 

• Who prepares it? Who contributes to it? 
All who affect the individual person (all 
stafF, family?) should contribute some- 
thing; should it include only medical 
information ? 

' Keeping trmh of the actioi^i 

• What should be charted, and how; 
should be very eKplicit, descriptive 
rather than interpretive 

• Who should chart? 

' • How does all relevant information get 
incorporated into record? 
''Confusion'' : fact or artifact 

• CompetencG and function of the resi- 
dent; word **confused" is too vague and 
over-used; confused with respect to 
vvhat? 

• Self-porceptions, stafl*-perceptions, mis- 
conceptionH; how staff can validate their 
perceptions of residents. 

IMPOIiTANT POINTS TO TEACH 

• Atmosphere of the facility is affected by 
behavior of residents and vice versa 

• Some behaviors are attention-getting 
strategleH and si^'nal real nouds of 
persun 

• Caro plans are ^uidas and should 
loan luiavily nn netuls and dcsiros of 
reHltlunt 

• ChartiiiK is iniportant as ongoing guide 
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to care and as a background of the per- 
son; requires great care. 

Week 7 

OBJECTIVES 

• To increase understanding of the rela- 
tionship between self-esteem and mak- 
ing an impact on one's environment 

• To explore ways in which staff can help 
residents create a broader range of 
meaningful activities 

• To sensitize staff to the fine line between 
truly helping the old and infantilizing 
the old* 

• To develop creative solutions to the , 
problems Bt lonelineis and needs for; 
affectio n by the elderly.*^ ^ _ 

CUNICAL LABORdTORY 

• Demonstration of various kinds of 
meaningful activities. 

• Consider using an activities consultant 
who will give specific illustrations and 
examples. Use videotape ■■Geriatric CaU 
isthenics*' (E). 

• Interesting discussion of how sexual 
matters are handled In facilities if video- 
tape is not available. 

NEED FOR INDIVIDVAUZATION 

Persmializing on&'S apace 
Making cm impact on oiic's envirommnt 

• Personal mementos, furniture, and 
clothing. The issue is personal identi- 
fication; familiar items throughout the 
facility; who buys or selects colors, 
clothing, and furnishings? 

• Schedules, "pacing*' i for whose benefit? 
These should be geared to needs and 
capabilities of tho reBldent. 

Fostering a seiu^e of nsefidncHs 

• Meaningful activity— with purpose; 
need to avoid busywork* demeaning 
enterprises. 

• Should only staff handle money? Should 
women carry purses? Why? 

• TsBUe of what the individual person Htill 
controls. 

fnfn.ntilizhig the old 

• Need for safetyp protcctinn, but . , , ! IT 
Htaff docs too much, what dnnn thin do 
to resident? 

• Ta there such a thing as too much TLC? 



LONG-TERM CARE PROVIDERS 

Not too much TLC; taking away self- 
sustaining effort can make the facility 
too safe at too great a price. What's the 
price? 

Making it all nwrthwhile 
The battle against loneliness 

• Repairing the friendship network; how 
does staff fit in; do staff see themselves 
in a larger role? 

• Need for privacy (confldante). 

• Oldstei^s weather problems better if 
they have a confidante; how privacy 
options fit in; how can this be arranged? 

Who available 

• Others beside staff who help i*econsti- 
tute friendship network; voluriteirs, 
family, children. 

pp:m pMUimMp, Miction, intm^^^^^ (&ex)^ 

• Are they needed? Review losses* includ- 
ing social; affectional needs. 

• Are they possible? Enormous need 
(talking* touching). Easiest of alMosses 
to compensate; every staff person has 
favorites—this is the starting point; 
opportunities? 

IMPORTANT POINTS TO TEACH 

• Need for personal impact on one's en- 
vironment 

• Essential to have a reason to get up for 
in the morning 

• Too much help diminishes self- 
sufficiency (infantilizes) 

' • Sexual; behavior (closeness) is not in- 
appropriate in later years 

• Appropriate opportunities must be 
available. 

Wiik 8 

OnjECTIVES 

• To increase awareness of the impor= 
tancc of environmental cues for older 
persons 

• To sensitize to the value of environ- 
mental stimulation 

• To develop creative solutions toward an 
enriched vs, sterile environment 

• To point out the role of staff in becoming 
part of an onriched environment 

• To domonstrato the negative effects of 
a nitcred environment 

CLINICAh lAnORATORY 

Do Hvmor}j (U'pHiniiwn (}:^(irciH('H: 
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• Have class write name and sentence 
with left (or nondominant) hand 

• Plug ears with cotton, blindfold secure- 
ly, then have each participant wheeled 
around in a wheelchair (through faciU 
ity) for 3 or 4 minutes. Exchange with 
partner. 

• Blind man's walk. Blindfolded, have 
each led around (also around obstacles) 
by partner. Exchange with partner. 

• Discuss : how each, felt about experience 
(what was good, bad), how partners led 
the other, how to Improve such proce- 
dureSi implications for policies of the 
facility. 

THE COMPENSATim ENVIRONMENt 

EFFMJ'M^Jfp MHRONm cues 

What do mtes do ? 

• They orient as to time, place (reality 
training) ; requires more than 1 or 2 
hours per week— a constant ; not a 
"game.'- 

• Help maintain effective functioning. 
Principal goal is to help to function in 
spite of losses. 

How mies do their wotIc 

• Work through sense modalities (sight 
and hearing) ; all sense modalities 
should be used as much as possible 

• Clocks, calendars, designs, photographs, 
ID cards. Clocks and calendars large 
enough to be seen from a distance: 
should help people get around and use 
the environment appropriately; reduce 
ambiguity and confusion, 

MAKING THE ENVIROmiENT WORK 
AS A PROSTHETiC AID ' 

Not merely iyitcHor decorating 

• To provide maximum stimulation; be- 
cause of hearing, and other physical 
losses, older persons often need more 
intense experiences* 

• Variotyj adventure, change, new learn- 
ing. Need to remember that the envi- 
ronment must provide all this. Since 
rcHident is usually embedded in environ- 
munt 24 hours a day, environment should 
not diminish oxporlenccs (staring at 
wall from a clean bed is no career). 

Einicliiim the fahrir of v:riHlf}}nr 

• Color, light, texture, as aids 

Are plants, pots, pictures, hobbies just 



frills? What effects do these have? Can 
you have too much? 

• Do the old need leisure time activities? 

reading, 
games 

exercise programs (rhythm) 
excursions 

• The quality of these activities is criti- 
cal ; important to present the maximum 
number of options, not geared to the 
lo%vest common denominator 

People as ejivironmental sti7mdator8 

• Role of staff: walks, humor, reminls= 
cing, gossip 

• Visitors: children, volunteers, family 

• The cocktail hour, the snack time 

• How to get in touch with the out-of- 
touch . . - .- 

IMPORTANT POINTS TO TEACH 

• The important effects of environmental 
cues and stimulation 

• The many different positive things to be 
done which cost little or nothing in 
money 

• Cues need to be appropriate, relevant, 
and useable for the population served 

• People of many ages are part of environ- 
mental enrichment. 

Wsik 9 

OBJECTIVES 

• To develop understanding that the 
source of authority lies in the concur^ 
rence and cooperation of those led 

• To develop more effective communica- 
tion channels, techniques, and processes 

• To sensitize to the more subtle (and 
sometimes more powerful) reasons why 
people work " 

• To increase awareness of those factors 
which affect morals, increase depend- 
abilityp enhance loyalty, thus reduce 
turnover rate. 

CLINICAL LABORATORY 

• Do rolo playing with four or five mem- 
bers of staff, each playing the role of 
another staff person and taking turns 
playing role of administrator and di- 
rector of nursing, 

• Bhort B-12 minute aossions should ex- 
ploro staff necdsj communication prob- 
lems, Discuss. 
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• In addition, write on board those things 
which itaflf verbaliies as needs, incen- 
tives, motives for working, communica- 
tion problems. 

DEVELOPING AN EFFECTIVE STAFF 

Getting things done through veople 

• Process approach; source of leadership 
and authority ; goals, policies, procedures 
all related to people 

• What the role of staff is. Staff are those 
who make It all happen, for good or ill; 
role of staff Is crucial 

Effective amding and receiving of 7nes- 
sages 

• Staff-administrator; staff^staff; staff- 
residents 

Disruptors of good communications ; 
' "mixed meisages,'* nonverbal message 
says one thing, behavior says the oppo- 
site; not listening (distracted by other 
things) ; need to acknowledge messages. 
Staff Needs 

What do people work for 

• Motivation and incentive; nobody de- 
velops loyalty to a paycheck; what are 
other motivations, incentives? 

• The job as a career; need for getting 
ahead. Do staff people see themselves 
other than as hired hands — can this 
work be a career? 

Reducmg stafj timwver 

• How do you develop dependability; see- 
ing the larger role, the tie to resident 
care itself; need to be needed 

• What builds loyalty? 

How much job natisfaction and program 
satisfaction do staff memborH get? 

IMPORTANT POINTS TO TEACH 

• Staff person makes faeillty run, is the 
source of Its being a good, bad, or in- 
different facility 

• Effective communication is abHolutely 
eHsentlal 

• Nonverbal cQmmunicMtion is as iriipor- 
tant as verbal cummunication 

• ^lust under stand Inoentivus for which 
puopio svork. 

Wiik 10 

OimCTIVEH 

• To explore ways in, which job HaliHfac- 



tion can be enhanced and loyalty de- 
. veloped ' 

• To get staff to develoip, mechanisms and 
methods for recognition of service, 
status, and reward 

• T^encourage greater staff input and 
participation in problem solving 

• To sensitive to the resident's need for 
sharing at time of impending death 

• To increase understanding of the po- 
tentially traumatic effects of death 
transfers 

CLINICAL LABORATORY 

• Second part of this session (see outline 
following) might be reserved for one 
additional session, and in its place a 
second testing (evaluation) , be. admln-^ 
istered. Refer to the evaluation proce- 
dures in the introduction and the intro- 
ductory session. 

• Time needs to be allowed to finish dis- 
cussion of heavy material of morning, 
e.g., suicides in facility, unusual deaths, 
grief work. Also can discuss problems 
such as who pronounces patients dead, 
and when, how the terminal patient is 
handled— where is he or she placed in 
facility. Isolation and special religious 
procedures^ for example. One facility 
had ward for terminal patients with 
seven beds. What are the pros and cons 
of such an arrangement? 

(If this is the la.st class, help students 
with termination process.) 

liVILDING STAFF MORALE^ 

Appropriata Rewards for Staff 

Is pay the only reward; is it sufTiciont? 

• Need for interesting work; are staff 
focused on a job or a program? 

• Need for status, rocognition, satisfac- 
tion 

• In what ways are special efforts re- 
warded? Can status symbols be built 
in? ID decalHi pins, certificatcHj staff of 
the month, business cards, etc. 

Shontd Htaff help yoft ,wlvc your prohlcmat 

• How can they help; what reHources do 
they offer? How much input; problem 
solving only for their own job? 

• Reprcjsenlalion (Htaff council ?) How 
much inrf)rmation (nnanciali for 

- e.Namplti) ? 
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DEALING WITH CRISIS SlTVATIONS 

Death md Dying: wlmt are the issues? 

• How does it affect your staff ; not affected 
If do not talk about It? 

• Who deals with it; what about staff 
hangups? Talk it over? How to deal with 
it^ can you always ask the dying person^ 
"Would you like to talk?'' What about 
families? 

Sidmde md grief work 

If grief is ignored, will it go away? Why 
staff should not or should get involved? 

Tramf^'f* trwiima (loss of roommate) 

• Inhouse transfer; should the truth be 
^ toId?.What is reality? 

• Transfer away from facility 

® Is resident prepared? Does it make a 

difference? 
Crism cmay frmn facility 

Things that happen outside that affect 

resident: death, accidents, marriages, 

politics 

IMPORTANT POINTS TO TEACH 

• There are numerous ways to provide 
rewards, status, recognition 

• It's important to know what staff say is 
rewarding to them 

• Crises do affect people; dying is an ex^ 
perience that most want to share 

• Staff needs to be sensitive to the poten- 
tial impact on residents of a variety of 
changes and crises. 

Some Obsirvitions 

Our training sessions were rotated among 
the facilities. On each occasion the host facil- 
ity provided an extensive tour of the facility 
for the group which proved to be in itself an 
illurninating and instructive experienco. Staff 
of these facilities, as had previous ones, also 
made special efforts to make the Wednesday 
sessions pleasant and convenient by providing 
refreshments during the sessions and serving a 
hot lunch* 

Again, we had the initial impression of 
dealing with the cream of the crop because of 
the obvious alertness, good intentions, and 
astuteness of the group* Yet here too our dis- 
cussions elicited Bome degree of paternalism 
(sometimes toward stafT), Uindency to infanti- 
lizo the elderly, and tendency to miatako claan^ 
liness, orderliness, proper diets^ and medical 



attention for a worthwhile and meaningful 
way of life. 

It also became plain that travel logistics re- 
quired a modification of the teaching schedule. 
Consequently, we compressed the training Into 
a 10-week period which proved to be close 
to the minimum length of time necessary, not 
only to cover the material and issues but also 
to develop the group coheslveness, which proved 
to be so large a factor in achieving some of the 
stated goals. 

We had by this time also been convinced 
that our original notion of maintaining th^ 
same instructional input throughout the series 
(ratKer than a series of lecturers) was most 
effective in maintaining the thematic approach 
(compensation for loss) and facilitating group 
cohesiveness. ^ - ^ 

It was also brought home to us how impor- 
tant it is not to take too much for granted when 
it comes to training or continuing education 
programs. In a discussion at a followup session 
in one facility which impressed us as having a 
particularly effective and knowledgeable staff, 
we heard feedback from staff regarding this 
training program (which provided for a mix 
of staff in the followup group) i -'You get the 
perspective of other shifts, who see the patients 
differently," said one. Another commented i 
*-You learn all sorts of things about the patient 
which never gets put on the Kardex,'* 

Diipilllng Mythi and Stariotypis 
About Aging 

This training also provided a wonderful 
opportunity to discuss and dispel many myths 
and stereotypes about aging, One extremely 
effective method we used regularly to help stu- 
dents get a subjective sense of some of the 
losses in old age was the method of blindfolding, 
stufflng cotton in ears, and pushing the person 
around in a wheelchair; blindfolding and 
being led by another (blind man's walk) ; at- 
tempting to %vrite with the nondominant hand, 
etc* 

Responses to these experiences, which we 
always discussed at some length and used as 
the basts for effecting procedural changes, were 
frequently dramatic, Reactions of students and 
Htaff alike ranged from amazement and open- 
eyod HurpriBO to neur-nausea (following the 
unfamiliar oxporicnco). Several groups of 
staff, often because of experiencing and dis- 
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cussing these quasiNsinsory deprivationi, di- 
cided on a new policy of never pulling a resi- 
'^'■i 'dent backwards in a wheelchair, always pushing 
a wheelchair slowly, always gently alerting 
the resident in a wheelchair (especially if 
blind) before pushing it, and alerting the blind 
resident being pushed in a wheelchair as to 
what to expect next. 

Sexuality and Aging 

Diseussions of sexuality and the elderly 
resident elicited many mythologies, prohibi- 
tions, antipathies as well as many empathic 
and supportive attitudes. In several facilitieSi 
we found aides and nurses alike who did not 
believe old men or women were really inter- 
ested in sex or Intercourse. A few verbalized 
^~~the sehtimentlKat'^iri's wrong^in^rd Ige, and 
one aide rather emotionally expressed the view 
that she believed it her God-given duty to stop 
any such activity whenever she saw it. One 
registered nurse who had initially expressed 
distaste about the whole idea said^ --Vm not 
running that kind of home." Rather amadngly 
she had completely reversed herself by the end 
of our training. We believe that, this change 
in attitude was largely a result of our frank 
discussions on the matter. 

Many times the staff (sometimes to the sur- 
prise of the administrator and director of 
nurses) would rise to the occasion. For example^ 
when the instructor suggested arranging for 
a private or intimacy roomj several times staff 
immediately began to discuss which room_(s) 
could in fact be so designated. One director of 
nurses was surprised to learn that an elderly 
resident's wife came in dally and took a nap 
with him, something which the staff had 
known for a long time, 

The greatest difference our trnining program 
appeared to make from the outset was that It 
enabled these key persons to focus on dimen- 
sions of care other than public health issues 
as they had not done before. This focus In turn 
led them to begin to sensitize their, staff to 
environmental factors which influence behav- 
ior, ways in which compensations for loss can 
be built iUj nnd the like. There appeared to have 
been some difficulty encountered by several 
facilities in getting this type of continuing 
education program Htartedj but all evGntually 
managed to do so consistently and effQctively. 



Experiincis With San Jose Group 

By the time we began plans to approach the 
San Jose area, we became aware of some rather 
extensive publicity given to this project via 
newspaper items, several appearaiices on TV 
local community interest shows, a number of 
radio interviews, and by word of mouth; also 
by students in our classes, talks to various 
groupSi contacts with n variety of professional 
associations, and governmental and educa- 
tlonal groups. 

Wci therefore, had many requeBts either to 
(a) bring the training series to areas of the 
State other than those scheduled, or (b) offer 
condensed versions (2 or 3 days) of the train- 
ing to interested groups, or (c) to expand the 
numbei' of participants in our regular training 
so as to inclLide^lmany m than we 

had envisioned. In a modified and attenuated 
fashion we attempted to use all three options, 
although we were aware that we had not been 
able to respond except in a limited and selective 
way to the enormouB need and demand. We had 
also established a good working liaison with 
the Center for Training in Community Psychi- 
atry, especially in the north of the State, 

The mental health consultants, most from 
county public health* who participated in this 
group session provided most of the followup 
observations and support. 

The San Jose group, probably more than any 
otherj proved to be something in the way of a 
study in contrasts. For one thiuR, mo.^t of the 
group niembers not only were acquainted with 
each other but many of them had worked to- 
gether in the local facilities in a variety of com- 
binations, Secondly, we observed the greatest 
top level turnover rate during our lO-week 
teaching tenure In that area. Three adminis- 
trators were fired or quiti four registered 
nurses or director of nuri^ing lost their posi- 
tions or quit, and something approaching the 
wholesale firing of one staff was in evidence, 
although only three facilittes accounted for 
most of this turnover. Also some of the best and 
some of the poorest continuing education in- 
service programs observed came out of this 
group; the.Se poor quality programs were di- 
rectly traceable to the attitudes and policies of 
the key people in the facility. 

Most of the group mom her B HeGniud inter- 
estod and involved in our training cenfrso and 
appeared to be receptive and rosponsivo in a 
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positive way. The followup training in one 
facility appeared to be consiitently lackadaisi- 
cal, at best ; all the others exhibited a uniformly 
ierious attempt to institute a worthwhile con= 
tinuing education program, ranging from good 
to excellent. In spite of the ups and downs ex- 
perienced in and by the group, morale for the 
most part seemed to remain high. 

The conduct of the final group required care- 
ful logistical planning and support. We learned 
that the administrator and director of nursing 
had maintained their personal enthusiasm for 
attending but that their authority to do so had 
been witHdrawn by the owners of the facility. 
The owners maintained that such a program 
was not vital to the facility and was too costly 
in terms of the time demand on the adminis- 
trator and director of nurses. Indeed, one owner- 
administrator attended the introductory ses= 
sion only, leaving it up to his director of nurses 
(as acting administratbr) and one of the young 
offlce workers in the facility (as acting director 
of nurses) to represent that facility. 

Our experience here again provided strong 
indication that such absentee owner=adminls= 
trators are usually the persons most likely to 
need a course on the psychosocial dimensions 
of care. There is more than a little evidence 
' that the conscientious on-the-scene administra- 
tor often does not receive the support required 
unless the absentee owner-administrator (or 
board of directors) is sensitive to and cogni- 
zant of the administrator's humanistic goals. 

As already indicated, there were times when 
the administrator on the scene did not get the 
support a truly, creative, innovative, humane 
effort really deserved, but this absence of sup- 
port was in part compensated for by the admin- 
istrator's unusual devotion to the job and to 
the residenta. 

This training not only appeared to stimulate 
new ways of looking at and planning of policy 
for the residents of facilities but also stimu- 
lated new ways of perceiving staff, and new 
creative approaches to staff by the adminis- 
trator, the director of nurses, and the mental 
health consultants. 

Recognition of Staff 

A number of specific procedures were insti- ' 
tuted to enhance opportunities for appropriate 
recognition of special service, initiative, or 
faithfulness on the part of staff. 
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As one example, we might cite the. gradua- 
tion ceremonies arranged by one facility and 
to some extent replicated by several others. 
These ceremonies were held at a time set aside 
for invited guests to attend (which included a 
city councilman who presented certiflcates). 
This event included a great deal of attendant 
. publicity which placed a great deal of impor- 
tance on continuing education as an inservice 
function for staff and also did much to enhance 
the status of the participating staff, One per- 
son on the staff indicated the importance of 
this training and the graduation to the admin- 
istrator and director of nurses by stating, *'This 
Is the first time in my life Vve taken part in 
any kind of graduation exercise." 

The granting of college credit by a nearby 
community college was^ also- arranged-for-those^^ 
staff who participated in the followup training 
sessions. This recognition wSs perceived as a 
signiflcant breakthtrough and the setting of a 
precedent for future collaborative efforts be- 
tween community colleges and nursing home 
continuing education programs, 

The final training of this group also repre- 
Sfnted an interesting mix of participants and 
circumstances in that it brought together per- 
sons relatively new to the nursing home field 
with several who had a considerable amount of 
experience in the fleld^plui a scattering of 
those in between. These persons alio represented 
facilities that ran the gamut of long-term carer 
retirement residence, Intermediate care, skilled 
nursing home, **L*' facility, convalescent care, 
proprietary and nonproprietary facility, and 
State hospital. 

In the last training series, we were able to 
crystallize and underscore the commonalities 
and overlapping Interests and concerns, espe- 
cially with respect to environmental factors, 
To some extent we stimulated these key people 
to mobilize themselves toward collaborative 
activities which would enhance their effective- 
ness within the facilities themselves and within 
the community. Planning for more Newspaper 
publicity and for a newsletter were a few of 
the activities planned by the participants of 
facility programs; for example, the director of 
nurses also generated plans to involve herself 
more fully in a community organimtlon of 
directors of nursing which Included geMral 
hospitals in the area, 
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Somi Results of Training 

It is fair to say that as expected, vve never 
left the staff of the facilities exactly as we 
found them. In many facilities^ the changes 
observed were substantial, had significant im- 
pact upon the life of the residents, and por- 
tended permanent change, 

These changes ranged from increased 
decision-rnaking opportunities for residents to 
greater environmental enrichment via stimu- 
lation and cues, througl\ increased attention to 
staff needs and sensitivities, to increased use 
of volunteers, and to nriore time, attention, and 
effective procedures with families and com- 
munity, Communication among all staff mem- 
bers was consistently noted as improved and 
increased by the training, 
"In'^addition to theBe^mmediate'^changes'an 
those changes which were planned, a number 
of indirect benefits were realized. Some of the 
most gratifying were as follows- 

All participants had the opportunity to be- 
come more familiar with some of the resources 
available to them. Including those of the Uni- 
versity of Southern California Gerontolo^ 
Center, Its function and programs were dis- 
cussed with every group and with staff. Such 
professional associations such as the Inter- 
national, National, and Western Gerontological 
Societies were brought to their attention, and 
a number of the participants subsequently 
applied for membership. Other students en- 
rolled In classes or enrolled in other training 
programs, 

Madlcil Studinti Allowed to Vlilt Homes 

A group of first-year medical students 
("Introduction to Clinidal Medicine'- ) from the 
University of Southern California Medical 
School pioneered a program of visitation to one 
training facility. ThcHO students had the op- 
portunity (early in their training) to interview 
elderly residents and discuss the psychosocial 
dimensions of care at length with us and the 
key people participating in the program. Since 
that firnt group, which started more than a 
yoar agOi we have arranged a similar expcri- 
ence for threo other groups of medical students. 

More often than not we had found owners 
of many nursing homos reluctant at bcHt to 
have Htudonts come? into the facility for train- 
ing, researchi or survey purpuscs. Almost with- 
out exception, thu facilities in which wo have 



done training have completely reversed this 
attitude. They have shown themselves coopera- 
tive and hospitable In providing (upon request) 
free entree and the appropriate kinds of 
opportunities for graduate and under-graduate 
students, from medicine, psychology, nursing, 
and social work. 

Languiga and Vooibuliry Difficultisi 

In several facilities a language problem sur- 
faced, because some of the participating staff 
were more comfortable with Spanish or Por- 
tuguese than English, We had the protocols 
written in Spanish to assist jthem with the 
training. We found, further, however, that not 
a few staff, because of minimal formal educa- 
tion, had considerable difficulty, not only with 
._.the.^meaning-= of ==certain—Words=..and ^concepts, 
but also had some difficulty actually under- 
standing how to fill*out the protocols as per 
instructions. 

Staff Benefit From Continuing 
Education Training 

The staff of a number of facilities, following 
training, have reached out into their various 
constituencies as never before, The most note- 
WDrthy of these was a program for selection, 
training, and followup of new nurses aides, 
which was organized by an administrator of a 
convalescent hospital In collaboration with the 
community college system there. 

Increased efforts to provide recognition and 
status for staff were observed in several facili- 
ties such as awarding special pins and giving 
days off with pay. Other ways of emphasizing 
their larger role were by giving annual staff 
picnics, presenting award certificates, and 
having aides present case studies in staff 
meetings, * 

One facility began a policy of requiring 
proof of attendance at continuing education 
classes before paychecks could be obtained. 
Another now requires willingness to partici- 
pate in continuing education programs as a 
condition of employment. 

Help From Indirect Sirvloi Staff EnDouraged 

Students began to encourage nondirect serv- 
ice staff (such as secretaries or maintenance 
men) to interact with residents and other 
Htafr. A Hocrclary, for oxamplo, was encouraged 
to bring a cup of tea to a fearful and harrassed 
resident, In another InHtance, a momber of the 
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kitchen staff, who had been with the facility 
more than 20 years and who was seen by resi- 
denti as a friend and confldante, was a virtual 
storehouse of inforrnation about many resi- 
dents, information which had never gotten 
into the formal patient charts. He, as a result 
of a long followup discussion on this, was en- 
couraged to write this information into the 
Kardex, He obviously felt flattered by this and 
much more a member of the team. 

Also, aides at one home began using the 
break to take residents to activities programs. 
They had never done so before, had suggested 
the innovation, and were encouraged in this 
by the administrator and the director of nurses. 

Meaningful Aotivitiis Hilpful tQ Elderly 

In coll junction with this^rografiTr~wFlLlso^ 
encouraged administrators to find meaningful 
work for residents. All too often when a person 
retires or can no longer maintain his or her 
own home, he or she feels put out to pasture 
and no longer able to do anything useful This 
feeling, of course, leads to depression and a 
lessening of the will to live. 

Staff of some facilities gave residents simple 
tasks such as mending a bedspread, or empty- 
ing their wastebasket, or looking after their 
roommate to provide a sense of being needed 
and being productive. These jobs, of course, 
should be geared to the abilities and^wilUng- 
ness of each person. 

Visual aids and verbal reinforcement are 
helpful in reinforcing the date and time. Lest 
any of us forget how much each one of us de- 
pends on these things in his own life, picture 
yourself on a 2-week vacation with no appoint- 
ments to keep, ^ no watch or calendar, and no 
secretary to remind you of things. At the end 
of that time, you probably would have lost 
track of a nuniber of thiiigs and become some- 
what ^'confused.'' It is no wonder then that 
many residents, who have not had to keep ap- 
pointments or worry about time for months or 
years, can become ^'confused" about many 
things. 

The project was funded for a Hccond year 
with the important added consideration that 
we extend this training model into other areas 
atatewido and that we include nthor components 
of the system, that Ih, the Hurvuyor (inspector 
or field ropresentative) group ami use the com- 
munity college Hystems* Obviously the State 
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inspection process is a part of the long4erm 
care system and the desirability of a consensus 
about means and ends on the part of inspector 
and administrator of long-term care facilities 
is hardly debatable. 

We had also been impressed with the grow- 
ing ne^l (and pressure) to develop resource 
and training programs relevant to and appro- 
priate for long-term care. The community 
college system would seem to be potentially the 
appropriate iocus in various locales to serve 
both as a stimulus and as a source of training. 
As we organised the second year, consequently, 
we paid a great deal of attention to these two 
aspects. 

Communications (via letters, telephone calls, 
and personal trips) described and interpreted 
- our-training^to-the^reorganized-State-Depart-^ 
ment of Health, Licensing Division. It ap- 
peared that Internal reorganization problems 
of that department preempted most of the time 
and attention they couid give us, and..af best, 
we V uro able to gel only a limited amount of 
participation on the part of surveyors. 

We learned, too, that our original sequence 
of presentation proved to be the most useful. 
We had become aware that issues relating to 
Htatf were raised by students early in our train- 
ing session, even though these were not sched- 
uled for discussion until the end of the series. 
So we decided to start the training of the third 
group with such issues rather than reserve 
them for a later discussion. We discovered that 
such an early discussion of sensitive and poten- 
tially disturbing material so early in the game, 
before a comfortableness with the group and 
willingness to share had time to develop, be- 
came disruptive even to the point of near 
disaster. Thus we reverted to dealing early 
with those issues Involving residents or pa- 
tients, about whom these key people obviously 
felt somewhat more distant, reserving discus- 
sion about staff for a later time. 

One major task In training was to help 
participants identify and spoeify the salient 
If^mm and to find ways in which to translate 
or transmit the goals of these key people in 
useful form to their stans. Here the strategy 
of helping to make the connections betwoen 
' what stafr does and how the cnviromTiont is 
(Icsigned and the elVuct, good or bad, upon the 
resident, had especially good results, 
Aftor much discussion of this issue, one 
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nurses aide who felt overly liurussort by so 
many f^^ders decided at least to improve the 
social gi^acGS. She dressed her charges nicely 
jj^^jLiding jewelry, earringa, and makeup, 
announced that they were all Koing to lunch, 
helped them to an aRsigned areii, and appointed 
one to be hostess. She reported later that not 
only were these residents now looking forward 
to nie^^time as a social event but also there was 
a marked improvement in self-^sufflciency with 

eating. 

Equally important would be verbal reinforce^ 
ment of time, date, and surroundings by every- 
one ^ho Comes In contact with the resident. 
These contacts mean staff, volunteers, students, 
visitors and most important, the family who 
must re^Mnd residents of time, dates, and im- 
^ porfffS^^^^^viy^^ 1 s 1 riTp r ta n fl lia f^r eKi d e n ts^^ 
kno^^' who they are, where they are, and why 
they *^r^ in the facility* and they must accept 
these f*^cts before they can become actively 
involved in the activities of a long-term care 
facility- Remembering the past Is a wonderful 
thinir l^^^t living in it leaves no room for enjoy- 
ing the pi^eseiit. 

X^e decided to keep a continuing log of ob- 
gei^vations of the behaviors, policies, and pro- 
gram^ 0^ students and staff, and to record such 
chan^®^ Us appeared to flow from our training 
whi^h would be expected to result in a positive 
Inipuct upon residents, 

Invlronmintal Changsi and Stimulation 

Staff of one home began a program of envi- 
ronP^^^^tal Htinndation by painting the rooms 
with bright Htimnlating colors and using bright 
colored bodspreads geared to residents' tastes. 
I^evv calendnr clocks with large enough num- 
^QY^ that c!ould be easily read at a distance by 
persons \vith poor eyesight weru glvc^i -tlio 
i*egidents ^nd pictures for wall decorationj 
direetionul nlgns In halls, names, and mailboKes 
Qn each re^^idont's door were also added. One 
director of nurses proudly announced to her 
staff th^it j^he was arranging to have four largo 
niurals of the four seasons i)laced on the walls 
of the dining room. Also that she was going to 
have soiViQ full length mirrors inHtalUul at 
various places in the building for uho by the 
rogidentH, One home instidlecl individual bullc^ 
lin boardH In each resident's rotini, 

Ono facility gave each corridor a street name 
with Upprnpriate Hlroat sign, so that each 



resident would have an address, rather than 
just a room number, The administrator of 
■:■ another nursing home, which had a number of 
identically designed and identically painted 
buildings within its complex, decided to add 
critically needed environmental cues by paint- 
ing c^ch front door of the various buildings a 
different bright color, and in another home, a 
number of doors wnthin the building were 
painted a bright solid color. ^Administrators of 
several facilities announced a policy of "dehos- 
pitali^ing" the atmosphere by encouraging the 
use of street clothes or colorful slack suits by 
their aides. 

In many of the homes activity clubs were 
started. These clubs included cooking clubs, 
garden clubs, exercise clubs, dancing classes, 
gin'"runimy^clubs,^crafts^clubs7^sewiT^ 
beauty classes for women (how to give facials) , 
and plant potting classes. 

Administrators of two facilities began to 
explore the stinmlating effects (upon residents) 
of different kinds of music played in public 
areas, and music was played during mealtimes 
in another home, 

Attempts were made to enrich the .environ- 
ment through various means of stimulation; 
e.g., one home acquired a large aquarium, 
another explored the possibility of individual 
pets. 

One home did acquire a pet dog, and when 
the dog trotted down the halls, many a hand 
of a wheelchair resident could be seen reaching 
out to stroke or touch the pet, Another had. 
baby chickens for residents to watch and feed. 
Rlrds and aquaria were also in the process of 
being acciuired. Residents In some of the homos 
were allowed for the first time to have plants 
in their rooms. 

Another invited children in (after confer- 
ring with residents) for ''trick or treat" on 
Malloween. One home orgaiils^ed 'Mdddie cor- 
ners," that is attractive cabinets Installed 
about the premises which contained toys for 
the children who were brought along on visits, 

More Consideration Given Perional Feelings 
and Deilrei of Resldenti 

One dii^eclor of nurses changed the p()licy of 
making inhonse transiors without fliscussion 
with and the advice and consent of the resU 
dents themselves, This procedure was a clear 
ljrc!ak Willi pi^evious procedures, M'hlH new 

Id 
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policy included procedureH to reassure the 
transferred resident. 

All the facilities determined to change their 
(usually unannounced) policy of playing down 
discussions of dying with people in terminal 
stages. This change in attitude was directly 
related to our own Wednesday sessions on the 
subject and the need for the students to discuss 
the issue with their staffs. 

Several administrators announced their in- 
tention to institute a new policy of encourag- 
ing more dialog between staff and residents 
relative to resident's options and choices about 
many matters of daily living — ^food and snack 
choices, time of bath or shower4aking (one 
facility changed its policy of insisting on baths 
only in the niornings), choices of activity 
"pnrogramT^ tiFTThi oo 

the stated intent of administrators to begin 
to encourage their staff to look for the potential 
of older residents. 

In several homes we observed more serious 
attention being given to the development of 
nursing care plans, including the psychosocial 
components, and a review and revision of 
older plans. 

Two facilities began planning the organiza- 
tion of a ^President's council" to providR greater 
input into the administrator's and director's 
of nurses decisions regarding the operation of 
the facility. 

Several introduced new policies regarding 
orientation procedures for newly admitted 
persons (tour of the facility, more introduc- 
tions, and serving a snack). 

Several tried role playing with staff for the 
first time which not only proved a useful teach- 
ing device but seemed to spark interest and 
leave a good taste in everyone's mouth as well. 

Another home instituted a weekly "Town 
Hall Meeting" for all. 

Another developed a trial program of send- 
ing a staff person to the quarters of a potential 
resident (one who had applied for admission) 
to develop a prior friendly contact to case the 
transition trauma. This proceduro was reported 
to the group as being so successful and useful 
that otlierH were encouraged to follow suit, 

Several policy modiflcationH were planned to 
allow greater activity optionH and encourage 
greatur participation in socializing fui tliu part 
of the rcHidcnts. 

All began HonHlli'/ing .staff to the need for 



greater care (that is, more alerting, more 
plaining, and more consulting) in the place- 
ment, displacement,, and transferring of resi- 
dents, especially those in wheelchairs and the 
severely disabled who required the assistance 
of .staff in such movements. 

After lengthy discussion with her st^ff class, 
one director of nurses announced that the 
admission procedure requiring a bath of every 
newly admitted person, whether willing or not, 
necessary or not, would be revised to meet indi- 
vidual need and willingness with consistent 
reference to maintaining the person's sense of 
self-esteem. 

The visiting hour policy was radically modi- 
fied in several facilities, so as to permit open 
hours for visiting by persons of any age. 
~^ATiotheT"%vhich^had-^used^the^services^^ 
activities director part time now employed her 
full time. Also a chaplain was retained for 
family and residents at one home, 

Inservice training sessions at another facil- 
ity, in response to the clearly expressed desire 
of a number of residents, were opened for par- 
ticipation by residents of the facility. This re- 
vised policy was the result of discussions with 
the staff. 

Publicity Helped 

The project was widely cited, referred to, or 
described in some dozen newspapers nation- 
wide, TV appearances were made, and approxi- 
mately a half-dozen interviews were given by 
the staff to community local service radio. 
Throughout these media references, the under- 
lying theme was the upgrading of the mental 
health and quality of life for the elderly In 
nursing homes by attention to those factors 
which compensate for loss and sustain self- 
esteem. The ways to upgrade and improve the 
quality of life were emphasized and many times 
spelled out. What was most impressive about 
these inquiries, publicity, and reception of 
articles was the information gap uncovered in 
the field of psychosocial care and the depth of 
interest in it. 

EVALUATION AND DISCUSSION 

Three methods of assessing the progress and 
impact of this action rcHearch-demonstratlon 
project were used. The most formal method 
was that of administering a pretraining and 
postlraining sot of protocols to both students 
(the key people) and their staffs. At the begin- 
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ning we had plannucl to include the entire stan' 
of each facility in the followup training, It 
became apparent early that including the en- 
tire staff was not practical because we could 
''=^ not find a way to release all ntaff at the same 
time for training. Nonetheless, we repeatedly 
expressed our concern that those elementB of 
staff w^hich are usually shortchanged or left 
out of training programs altogether (e.g., the 
night or evening shifts) not be neglected in 
this program. 

At practically every facility, however, they 
were able to arrange the attendance of a selec- 
tion of staff fairly representative of each of 
the various departments (housekeeping, nurses 
aides, food service, niaintenancOp and office 
staff) witK the provision th at this tram ing 
^~ seriesnbe repeated until all elements of staff 
were given a chance to participate. As already 
reported, members of the staff themselves put 
pressure oh the administrator and director of 
nurses to include them either immediately in 
this training or in the course of time. 

The formal pre- and postprotocols were de- 
signed to elicit several different kinds of infor- 
mation. One category of information had to 
do with attitudes toward the old under several 
conditions, and for this we used the well-known 
semantic differential technique. A sot of bipolar 
descriptive scales was headed by various con- 
texts related to the old (old man in institutinn 
and old woman in community). The respondent 
was^ instructed to cheek his own descriptive 
preference on a negativo-to-positive continuum. 

A second protocol administered consisted of 
a !iuniber of statements or assertions having to 
do with (a) basic Hubstantive information 
(S-l) C^aging is an incurable, irreversible 
disease"), (b) perception of the climate [I-C) 
of the fncility (**patients here are treated with 
dignity"), and (c) [ittitude (M) toward the 
job V'Vm given all the information I need to 
do my work"), Respondents wore asked to 
check each statumenl in one of four possible 
categories J strongly agree, agreu, disagree, 
strnngly disaKree. In this manner, we hupud 
t() be able to tap posHiljlu chiniges in attitudes, 
lioth Willi regard to the older person and with 
regard to thi^ jrd). We aMo hoped to detect 
charigus pt»rceivtMl by tliu rcspfnidentH in the 
inHtitutional elinintu and to get some evidunre 
regarding nur succu/^s (or lack f)f it) in com- 
riuinicatlng ijasic information. ^ . 



Toward the end of the series the participants 
wore asked to answer briefly two questions 
about the course - '*What has been most helpful 
so far?'* and "What should be changed?*' A 
few selected verbatim responses follow: 

Better Insight in seeing the patients' fears, 
anxieties, adjusting problems when necessity 
of admission to our facilities; comes about. 

The necessity of in.service to nursing attend- 
ants in helping them to understand the tra- 
niendous losses patient is having to overcome 
and the need to help during these crises. 

Understanding of the family of the patient 
and understanding of the patient's day 

Direction in teaching methods. 
— ood ^m a t e r i a l^t^)^ present:" ~ — • = 

Association with others with same interests. 
Getting to know the instructors personally. 
Helped me to set some goals. What should 
be changed? It should be ongoing, not just 10 
weeks, 

Enjc)ying a fresh new approach to looking 
at geriatrics and dealing with the problems 
of residents. 

Opportunity to pass this information to the 
best of our ability to staff through inservice 
Personal interactions encouraged and exem- 
plilied by instructors, 

The exchange of ideas is good. The topics 
of discussions are good. Very good stress on 
psychological needs has been done. More 
emphasis on importance of directors' influ- 
ence on aides and how to get it, Need for 
specific class for directors of nurses alone. 

We were aware of the possibility that atti- 
tudes as measurcfl might appear to change but 
that prjictice might not follow suit, We were 
concern(}d with attitude change primarily as 
a precurscjr to policy or programmatic change 
( for the better) , Obviously, as a practical 
matter, the best ihVlex 'bf ineffective change ^en- 
ccmipassing fpudity of life is the impact of 
change upon the ultimate consumer, namely 
the resident. 

We found not surprisingly a high correla- 
tion between premeaHures and postmeasures of 
attitude toward the old, as well as a high cor- 
rflaiimi butwoen cfjutuxls on the semantic dif- 
rerunlial. EHsentlally this high correlation 
means that a measurable attitude change was 
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minimal with respect to the various conditions 
or situations of the old and from the beginning 
to the end of training* In other words, either 
the time was too brief or the measure too gross 
to differentiate attitude change. Although we 
summed scores for each protocol and for all 
respondents, it is possible that very fine dis' 
criminations %vere washed out in the process. 
In any event, respondents produced a score 
slightly more on the positive than negative 
side across contexts, and this score was main- 
tained throughout training. Another possible 
explanation for these results is that by and 
large the respondents had a set to respond in 
a fairly positive way regarding their views of 
the aged as part of the "social desirability*' 
phenomenon (the tendency to respond with 
^ wfiai^^He" perceiv^^s" X^^focially^iSirable^ 
response) . 

When it came to assessing the three factors 
embedded in the agree-disagree schedule of 
statements, namely, substantive information 
(SI), morale (M), and institutional climate ^ 
(JC), a greater degree of discrimination be= 
came evident between sets and on prediffer- 
ences and postdifferences. These differences 
were derived by means of a t test or prediffer- 
ences and postdifferences between means of 
scores. Overall, M (that is, attitude toward the 
job) appeared to change slightly in the positive 
direction for staff persons, but not close to 
nearly conventional levels of signiflcance (p < 
.10). For students, differences between scores 
remained close to the chance level Pre- and 
post-/C were also assessed at the .10 level or 
greater, which suggests that institutional cli- 
mate is a somewhat more amorphous entity 
and to be able to perceive noticeable change 
may require (a) more time or (b) more 
marked, even dramatic evidence, 

The same considerations, of courBe, may well 
be true of impact of change on the residents 
as ultimate consumers. The greatest amount 
of pretest and posttest change occurred in the 
area of SI for both students (at the conven- 
tional .06 level of probability) and to a slightly 
lesser extent for staff. From this information, 
we concluded that our basic information about 
aging was reasonably effective, did got across 
to our students, and was retained by them. SI 
data on staff indicatod somewhat slightly less 
effective presentations by our studenta but 
given the differences in amount of time spent 



on our own presentations as well as familiarity 
with the material in contrast to the more lim- 
ited time available for presentations of our stu- 
dents to their staffs, these results seem conso- 
nant with the input* 

We also noted the variability between the 
different scores on SI and IC for given respond- 
ents. To some extent, this difference may be a 
manifestation of some of the difflculties ex- 
perienced in administering the protocols. 

During the first and second training session 
we relied heavily upon the administrator and 
director of nurses to monitor the pretesting 
and posttestiiEig.,^.A^^ what the diffl- 

culties were, we took it upon ourselves to over- 
see the pretesting and posttesting personally. 
Even at that, some slippage undoubtedly did 
^occurreven^though^mirdmalr— " 

As to the second major means of evaluation 
of the project, a number of observed changes 
in policy, procedure, and programs have been 
reported, 

Eviluativa Quastions 

Three underlying evaluative questions were 
embedded in this three dimerislonal model at 
the outset and required answering. The first 
was: Did the content and format of the train- 
ing model significantly alter the trainees* 
(administrators and directors of nursing fir^t, 
then staff) attitudes, level of sophistication, 
and behavior deemed relevant to upgrading the 
psychosocial dimensions of care? As already 
noted, the formal attitude assessment proce- 
dure (the semantic differential) indicated a 
negligible result in terms of the paper and 
pencil test. 

The usual difflculties in assessing attitude 
change apply here. Whether these negligible 
results are a function of inappropriate or 
nondiscriminating techniques, or whether there 
was not enough time allowed for such measur- 
able change to occur, or whether attitudes were 
skewed at the onset and thus not susceptible to 
marked change, remains a moot point. 

Attitudes are extremely difficult to change, 
We did observe that many of the participants' 
rhetoric did markedly change, that is, they 
verbalized different (sometimes dramatically 
so) views, attitudes, opinions about their 
elderly clients, about staff's roles and their own 
roles, and the goals, responsibilities, and func- 
tions of their facilities. We observed increased 
attention and sensitivity to psychosocial issues 



82 



70 



CONTIKriKt; KDL'CATION VOli LONU^TKHM CAUK PROVIDERS 



(HI thu part i>t' ^IikImiiIm and stall' aliko which 
(by their own rupuatecl Hlaleiiients) weru 
markedly dinVrent frniii the paf^t. Apart froin 
the apparent >^incerity in most of these uxpre^^ 
sion^, what seemed niost cnnvincing about tlin 
expressions wiin that we saw a great ileal of 
thijs rhetoric translated into specific behavior 
and pertornianee, not only in the classrooni 
but also in daily practice, Althoujirh this behav- 
ior vvoidd not appear to be niere rhetoiMts we 
might expect then tliat demonstrable changes 
in behavior and performance in many areas 
can lead in time to attitutlinal change. 

We do not mean to imply anything like a 
total reversal. Much in the way of attitude and 
behavior was not bad to begin with. Second, 
much of the cletieit with respect to some of 
these psychoKoeial dimensions (like the factors 
whieli affect self-esteem) which we have ob= 
served result, it seems to us, not so much from 
pernicious ness but from ingrained storeotypes, 
lack of appropriate and relevant information, 
and failure at times to mrke the connections 
between causes (certrdn policies and proce- 
dures) and their efl'ects (impact on the resident 
or stafY member), A good example of this in= 
approprinte change Is a common phenomenon: 
in tlieir anxiety to provide good care and safety 
for their charges, many stafF members tended 
to go beyond the limits of behavior appropriate 
to this concern and end up infantilizing the 
old. 

Thus, the changes in behavior which we had 
looked for and are reporting on were, i cr urse, 
learned behaviors (learned in our cU .^e^* , But 
thf^se learned behaviors might be ex^ cted to 
be first approximations, and the reinforcement 
of these behaviors will require inn eh more 
than, such a demonstration project could pro= 
vide. We w^ere convinced that although many 
positive changes were evidenced, what was 
needed was, at the minimum, soim thing in tlie 
way of periodic *' booster shots'* of continuing 
education about these psychosocial issuas. 

The second question was: What w^erc the na- 
ture and extent of changes that might occur in 
relevant activities and programs in the partici^ 
pating facilities? The question of nature has 
already been touched upon. The extent of these 
changes, as w^e have documented, v-as such 
that they impacted upon practicallj'' all para- 
meters of the long-term care operation. The 
issues we raised and di^ciissed with our stu- 



clents ni)t mily related in direct patient or resi- 
dent care with respect to services and environ- 
mental injiut, but also related to etTective use 
and development of staff, elYective dealings 
with and acconiniodations to family members, 
friends, persons in the community, agencies, 
anti volunteers. 

Our training also included (at times not by 
specitic design) i.ssues relating to the larger 
aspects of the system i the care and feeding of 
referrors (such as physicians and staff fraffn 
hospitals for the gravely ill), surveyors, and 
legislators. 

The third question to be considered was: Was 
the project as conducted a viable model for a 
productive, collaborative, multiorgani national 
rulationship (a private institution of higher 
learning, a Statew-ide public mental health or- 
ganization, and the long-term care facilities 
themselves) in conducting mental health con- 
tinuing education programs for the elderly? 
Our collaborative experience appears to have 
been for the most part real, efTective, and repro- 
ducible. In a number of wuiys (teaching, organ- 
ising, surveying, contacts, consultant help, and 
logistic support) w^e can see interlocking efforts 
provided by all three sectors, In that sense, this 
collaborative model did work efiectively. 

Basically, the key to this enterprise appears 
to have been the licensing and monitoring 
function of the State, By the process of requir- 
ing more and better ongoing training for 
licensees within the State^ it has generated a 
demand as well as an incentive for such activi- 
ties on the part of practitioners. This incentive 
(the need for * -approved" continuing education 
hours) wuis a major factor in attracting many 
practitioners to our training course, The chaU 
longe to the instructor, of course, is to make 
the training w^orthwhile once the student has 
come. 

In a real w^iy, then, this project has demon- 
strated the wMiy in which the needs of the three 
sectors can be served by a collaboration which 
grows out of their difTering functions. Some- 
times these functions overlap or replicate each 
other and then collaboration must assume 
arujther form. For example, the State Depart- 
ment of Health as well as the Nursing Home 
Associations themselves were into the business 
of training. The institutiori of higher learning 
could then collaborate by offering a consulta- 
tive function. 
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Thus we beliavu that our prnjoct not only has 
made a significant impact upon HtgtT of tho 
facilities actually and immediately involvcid, 
but also has begun to infect (in a positive way) 
the broadur aspectH of the long-term care syK= 
tems. Nonetheless, we believe that the evidence . 
indicatea that the Hurface han only been ^ 
scratched. Other components of the Hy.Htcm 
need to be reached and cultivated: phyHicianB 
and hospitals who serve and refer to nursing 
homes; legislatorB and members of the bureau- 
cracy who write laws and regulations which 
affect the operationSp policies, and programs of 
such facilities, and other marginal facilities; 
stafTs, administrators, and directors of nurses 
who have not yet recognized the crucial need 
for concern with the psychosocial care of the 
aged. This dehionstration of a viable eollabora= 
tive model is even now in process of elaboration 
so as to provide an efTecti\'e response to con- 
tinuing needs of the long-term care system. 
What this project has further demonstrated 
as effective and reproducible in continuing 
education programs for mental health in nurs- 
ing homes is : 

* Effectiveness of teaching onsite 

* Necessity of training of these key people 

* Importance of followup training of staff 

* Effectiveness of peer training 

* Value of emphasis on the prosthetic environ- 

ment in psychosocial (mental health) care 

* Intensive, indepth training 

* Advantages of developing group cohesive- 

nesB in such training 

* Importance of experiential learning exer= 

cisos. 

In all, participants from 32 different facili- 
ties were involved in the primary agenda of 
this action research program. They represented 
virtually the whole gamut of long-term care 
facilities in California (excepting board and 
care), with special emphasis on ''V facilities, r. 



in. keGping with the Department of Health's 
special concern. Participating regularly in the 
weekly training seminars and clinical labora- 
tories were 87 nurses from these facilities, 
The others involved were five persons from 
community college systems, two surveyors, six 
mental health consultants, and three adminis- 
trator^.. Ancillary training programs associated 
Vvith this program reached an additional 85 
persons from nursing homes. 

The participants In turn gave weekly follow- 
up training to approximately 515 selected per- 
sons.' Th^^ number is approximate because 
there was some shifting of staff as a result of 
personnel changes in and out of these training 
programs. In doing posttrainlng followup with 
these facilities, we noted that about 75 percent 
of the trainees were In process of giving further 
continuing education training courses with 
additional staff (involving an additional 210 
persons) . 
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LIST OF EQUIPMENT USED 

Demnptimi 

Tape J You Are Not Alone (part of series. 
The Ways of Mankind). 



Filmi The Eye of the Beholder (about 25 
minutes, illustrates differing perceptions of 
the same events). 

Film: Home for Life (2 reels, about 75 min- 
utes, semi documentary, excellent for showing 
interaction with relatives). 

Film: To Live With Dignity (about 28 min- 
utes, describes treatment program for con= 
fused elderly persons). 



Address of mippliBV 
University of California at Los Angeles 
405 Hilgard Ave, 
Los Angeles, CaliL 90024 
(Experimental Social Psychology) 

Stuart Reynolds Productions, Inc, 
9465 Wilshire Blvd. 
Beverly Hills, CaliL 90212 
($25.00 rental for 3 days) 

Drexel Home 
6140 Drexel Ave. 
Chicago, III. 60687 

University of Michigan, TV Center 

310 Maynard St, 

Ann ArborJ Mich. 48104 
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lilfijiiil IjnifhTrrnf Curr Pvr*s(>}nnf, 
June 11, 1073= 
i*reparecl by P^leanor i\ Friedciibor^» Project 
Otlicer 

Durinw' the (irHt year nC the Mental Health 
Denionstration Model Training Project expori- 
eni'e^ it boeanie apparent that a key element 
had been overl(joked~the role of coniniunity 
colleires in tlie continniuK educatioii of long- 
tefni care perHonneb particularly for jiara- 
profosH^ional and support personnel In addition^ 
the original projects had been located in pre- 
dnminantly urban areaa and there v,n\^ a need to 
addrcHH the special need^ and problems of train- 
ing in rural area?^. The HtafT of the Division 
nf Mani)ower and Traiidng Prograni?^* NIMH, 
decided, therefore, to develop an acldiiicnial 
Donionstration IMculel Training Project fhtring 
the Hecond yeai% incoriioratiiig a cnnnnutiity 
college in a rural area into the demonstration 
system. Staff bc^gan a search for a eolh^g^* with 
a denuinstiMited capability in long-terni care 
piu'sonnel training iii order to niinimize the 
lead time reciuired to initiate the project. 

The Connnunity Health Service, HSMHA, 
had contracted with the Iowa NurHing Home 
Association to ('onduct training on a Statewide 
basis, utilizing the 15 community colleges in the 
State system as princijile trainers. One college, 
in particular, was interested in demonHtrating 
a coordinated physical health/mental health 
training program and expressed this interest 
to NIMH, This college met all the reciuirements 
of demonstrated capability: location in rural 
area; access to mental health facilities also 
serving the same gengraphic area; and already 
actively involved in tlie Statewide training sup- 
ported by the Community Health Service, tluis 
maximizing the pntential for a comjjrehensivc 



Muter iai is briscd (Hi nioMtlily reports, hi to visitH l>y 
tho Project OITiccm% corrt'spinHlciU'e with the r(jntruetoi% 
and an interim report prepnrnd by the Prnjeet Coord 
miiov. 
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traininjr activily lhal cmild cuiil iiiiu^ rollDwiHK 
FcMlcral project HUppcirt 

In Bpriim a l-yQnv contract was nuKn= 

tiutcul with Imva I.akoH Cnmnuinity CoIIokc^ 
KstluM'villt*. Ir»wa. In concliict an oiiKniiui; insu= 
HGrvic'o ti'ainin^ prop:rani for (MnplnyeeM (jf ihv 
\l^ lonK-turni rare rariliiii'H hK-atofl in the five 
coiuity arGaH of rural nfjrlhwurtt h)Nva/tn tUmi- 
onstratn iho mh? (>!' Ihu rnnuiiunity fnlh^K^^ as 
hnul aKf^ncy in linldni^ Iung4(n'm uaru faciHtius 
and niontal health scrvicOH thnniRh Urn niocha^ 
ni>^ni of cnntinninK {Hhieati«ui with jjarticuhir 
reference to the aiipUcabinty fd' this niotlel tn 
] <ral areaH, 

'riio purpose of the iiroject was to upgrade 
Wu) IcngwkMlKe n( ]k rsonnol in the nuMital health 
aspects fd' care (d' thr aged and upgrade their 
skills t<> provide iniprnvod i)hysical health car«^ 
All levels of ))ersonnel were to be included, hut 
I5artieular attentiiui was paitl to the training 
needs of direct, patient care personneh espe^ 
dally nurses aides. Thirteen separate cateKurios 
of piM'sonnul were ideiitniiMi for inclusion in 
training, Some of the topicH wi>re apin'oiii'iate 
for all; fdher topics wore ai3i)]'npriato for only 
some categories and were attended by only 
tiiose cnn^l^^yt^es who could henefU. 

1'he objectives ()f Ihe prograni were: 

1. To ixaiii a better undurstandinj^ of long- 
term care resident behavior; 

2, To tiei^oine aware of and understand pat- 
tt^rns of behavior in residents throughout the 
aging linjcoss; 

3, To improve the qnality of nursing care: 

4. To develop expert ise in local teachers who 
will be al)le to rarry m instu'vice education pro^ 
grams beyond the ])ruject period; 

Ti) provide personnel with an opportu- 
nity to ui)grade their training at a low cost and 
with af)plication to their work ^ situation by 
conchictiiig the training in the facility where 
employed ; 

G, To demonstrate the role of the community 
college as [i lead agency in Unking long4urni 
care facilities and mental health servieeR 
through the mechanism of continuing educa- 
tion. 

The c{)ntract was ronowed for a second year 
to expand the Hcope of the demonstration, l^rain- 
ing was continued along the ]ilan of the flrBt 
year and the following new componenis were 
added: program activitioH designed to improve 
relationships between the eonimunity, stafT, 



and I'osidents of long-term care facilities: a 
in^fjgrani spetdncally designed for tacility ad- 
ministrators and clii'ectors of nursing to en- 
courage mental health inservice training uu 
u contimiing btisis, iind provide training de- 
signed to anudiorate the potential adverse ])sy- 
chosocial imj^acts on i)aticnts as a result of 
new I^'ecleral i^agulatifius which recjuire relocat- 
ing some patients. 

Iowa Lakes C'omnnmity (^dlege conducted 
the training sessions withiii the long-term care 
facilities as much as pfissible. In instances 
where there were not suflicient personnel In a 
particular category or in a particular facitity, 
liersomud from several facilities were brought 
together for a pi^esentatimi, 

A Project (Coordinator and four nurse in- 
structors {part lime) wtu'e employed to instruct 
and or eoiu^dinate the instruetion of the 
course olferings. These instructors were ail ex- 
perienced in continuing education iirograms 
in the health scienc(»s offered by Iowa Lakes 
Conmumily College, including the practical 
nurses nursoH aide, and geidatric aide programR. 
Letters of agreement Wi-rc obtained from the 
three mental health facilities (two eomminiity 
mental health centers and a State psychiatric 
institute) serving the same geographic area, 
and mental health professiomd staff members 
were identified to assist in the teaching. An 
advisoi'y group was a])pointed, consiBting of 
representatives of the college; the long-term 
care faeilities in the area; the mental health 
service agencies: consumers; and a representa= 
tive from the area Social Service Department. 
This group assisted in identifying specific ob- 
jectives, content, training methods, and evalua- 
tion design. .Orientation and pretraining ses- 
MioiiH were conducted for, trainer personneb A 
system was designed for awarding certificates 
and academic eredit for trainees where feasible. 

During the first year of the project the con^ 
cept of '^master*' instructors was utilized. Per^ 
sons with expcrtisa in particular subject areas 
presented the topic at a nursing homo inservice 
meeting the first part of each month. The R.N. 
instructors attended these meetings and spent 
additional time with the ^Mnastor^' instructor 
preparing to pref^ent the same topic at the re-, 
maining facilities during that same month. 

The Hocond year special workshops were 
utilized to prepare the U.N. instructors to pre- 
HOiit variouR topics. Workshops such as '*Death 
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and Dyinn," InHtiluto (^n licality Oriantation, 
Sexual NefidH of the Kldurly Niir«iiiK Hunio 
litjrtident, Stair Motivatiun, ami Muhabilitation 
l^y thu Sistiir Kenny Institute wcro bonoficial 
tu tho inHtriU'torH, All tht» i)ruvi(ni^;ly rnoiitituiud 
workHhopH uxco})t reality uriontatign svuru held 
within the livc-cuiinty arua and wort^ attended 
by nurning homu stafV muniberrt and other 
intoroHted perHoni^. 

During the firHl year of the project C40 
nurninK home einpluyeeH enrolled in the inBcn'v- 
ice education progrjirnH, During Iho fall ([uarler 
of 1975, 444 eniployeeH attended inHurvlce train- 
ing programs^. Five county custodial homes 
joined the irist^rvice project during the Hceond 
year. 

At the outH(*t of the project, two Uhour nieot- 
ing?^ per nanith were conducted in each nurning 
home. The HrMt nit'cting was Hf)unt preHenting 
the program topic. Thu Hecmid meeting wan a 
"foliowup'* meeting where the topic wan fur- 
ther diHcUHsecL This forrnat was discontinued 
after t^overal m()nthH because nursing home 
admini^^trators felt 2 hours per month wan 
in excess of the ''adequate amount'' of inserv^ 
ice training reciuired. Al^^o, it was a financial 
burden ijiV those employers wlio paid h()urly 
w^agus to their employees to attenrl inservicc 
traiiiing proiframs; and also, nurHing lajmcs 
found it diflicult to sciicdule a staff meeting 
with insorvice meetings sch^uhdiMl twice a 
m(jnth, 

in place of the folluwup maetingj the US 
instiHictors visited each nursiug homii approxi- 
mately 8 hours per month fru' discussions with 
nursing home employees tjn.a onu-io-one-basiH, 
i'hese visits enable instructors to eHtablish 
rapport with- the employef^s and to become 
more aware of their inservice education needs. 
Thes(j visits havf prf)ved to be a valuable part 
of the progranu The UN instructors report 
that class participation impruved as emjjloyccs 
beeame acquainted with the instructor. 

During the first year, all departments within 
the homes attended the same inservice meet- 
ings. Dietary and hfjusekeeping deiiartments 
requested inser/ice pn^grams specifically fr)r 
thorn during the second year, 

in the fall of 1074, 4 hours of inservice were 
oirered to dietary persfmneL These programs 
were oirered in three locations in the Hve- 
county arua. With severut facilities Joining tu-^ 
gethur for these nieelings, personnel were able 



to exchange ideas, The same format was used 
for housekeeping persfmnel in the spring of 
1975, 

During the second ijroject year, a number of 
the facilities reciueHted inservice progranis on 
physical aspectH of care rather than mental 
health related inwci'vice education i)rogram8, 
Of special interent were the programH con- 
cerned with rehabilitation. 

Below is ii listing of pi'ogram topics pre- 
sented in the long4erm care facilities. 
First jfcar 

(1 ) Attitudes— with yourself , y job, resi^^ 
dents, cu-workers, relativ(!8, \isitors, and 
ccmimunity 

(2) Mental and physical [ispects of the aging 
prucess: Biological clianges, categorized 
by botly systems 

(3) Mental expectations in rehitimi U) 
disease 

(4) Depression in the geriatric nursing 
home resident 

(5) Reality orieiitation 
(G) Community resources 

(7) (luestions and answers: An open i)ro= 
gram 

^ (8) Death and dying 

(9) Comnnuucaticms with braiiNdamaged 
resideiits 

(10) Medicati(jn (for nursing personnel) 
Scciiiid ifviir 

f 1) licality orientation 

(2) Social nec(is of the elderty nursing htane 

resident 
OV) Htaff motivation 
; (-1) Rehabilitation (range of motion, body 
muchanicH, bowel and bladder retrain- 
ing) 

(5) H(Hisckeeper's inservice 
((]) Dietary inservice 
(7) Infection control 
CuH.}ifn (DifJ rHslfnllal hdniCH 

( \ ) Conmiunieations with brain^damagod 
residents 

(2) Behavior modification 

(3) Reality orientation 

(4) Heizuru control 

f5) Attitudes and understanding 
One of the participatirig nursing homos 
announced plans to close during the second 
projuct year, tluis providing an opportunity to 
use the training program to prepare HtafJ to 
anticipate and deal with problems resulting 
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from relocation of pationtH, Aniioimcement of 
closure was made November 20, 1974^ and by 
December 25, 1974, all residents were relocated, 
There was opportunity for only one inservice 
program dealing with relocution before the 
sudden death of the administrator forced an 
even carli^*t* closing the faeility. 

Advisory committee meetings have been 
poorly littended by those members who had 
agreed to serve on the committee. Members v.^ho 
live out of the area said it was not feasible to 
drive c\ great distance for the meetings, but 
they would be available for telephone consulta- 
tion whenever necessary. Nursing home admin- 
iHtratorH and other interested persons were 
then invited to attend the meetings. 

The program planner for an Area Agency on 
Aging developed three surveys to determine 
interacti^^>n between the coniniunity and the 
nursing home. (Following are copies of these 
surveys.) One survey is for the community-at- 
large. It is anticipated that 100 people chosen 
at random in each community that has a nurs- 
ing home w'ill be interviewed. Psychology and 
sociology students at lowa Lakes Community 
CoUege, under the direction of instructors, 
agreed to do the surveys. The other surveys 



are for volunteers who work at nursing homes 
and for famillea of nursing home residents, A 
mail survey of 10 percent of the latter groups 
is anticipated, The surveys will be completed 
during April 1975. At the March 12, 1975, 
advisory committee meeting, one nursing home 
administrator said he doubted if he could co- 
operate by giving the college the names and 
addresses of the families of his residents. Other 
administrators said informational meetings in 
each community sounded like a good idea, but 
they doubted that they would want to parti-^ 
cipate. 

The actual training being supported by this 
demonstration training project contract will 
terminate at the end of the 1975 academic year 
and the final project report will be completed 
soon thereafter. Although a complete report of 
experiences and recommendations could not be 
Included in this monograph, the Division of 
Manpower and Training believed an interim 
report would add significantly to the usefulness 
of this document. AH evidence points to the 
major role the community college can and does 
play in the continuing mental health education 
of all levels of personnel providing services 
to residents of long-term care facilities. 



LONG-TERM CARE FACILITIES 

COMMUNITY SURVEY 
Surveyor: Scx^ M F Age^^ 

Sex of person Bein0 Interviewed: M F 
Approxiniate Age of Person Being Interviewed: 

*11E ******** 

L Do you know about the nursing home in your community? yes no 

2. Do you know anyone that works in the nursing home? yes no 

3. Do you know any of the residents in the nursing home? yes no 

4. Have you ever been a visitor in the nursing home? yes no 

5. Have you ever worked in the nursing home? yes no 

6. Have you ever helped in the nursing home? yes no 

7. Would you be willing to help in the nursing home? yes no 

8. Do you think that the nursing home has detracted from the community? yes no 

9. Do you think that the nursing home has improved the community? yes no 

10. Do you (like dislike or don't know) the employees in the nursing home? 

11. Do you (like dislike or don't know) the residents of the nursing home? 

12. Would it be better if the nursing home were located in another community? yes no 

13. Do you think that the residents are receiving good care? yes no 

14. Do you feel that the nursing home and its residents are isolated from the community? yes no 

15. Do you have a complaint about the nursing home? yes 
If yes, what? 

90— "r": 



APPENDIX 



79 



(Adslphi University) 

FUNCTIONS OF THE PROJECT DIRECTOR 

L Organization imd AdnwmtniiioH: 

a. BecurG qualifiod inHtructionul ^tafTt As- 
certain faculty availability, (it in a fact 
that the same four traincrH are not 
available for all four of the traininj^ 
programK), develop a pool of faculty; 
utilize the faculty pool for on^ite coi> 
sultation ; 

b. coordinate training HCHHionB to incUulo 
trainerB and lecturers; 

c. prepare bibliography and learning ma^ 
terialH; 

d. Bchedule conHultation onsite vinitH; 

e. coordinate evaluation proceduren; diB- 
tribute evaluation materials, 

2. PubUcity—PuhUc RdntimiH: 

a, prepare brochures; work with designer 
and printer; 

b. arrange for publicity throuKhout Nas- 
mu and SufTolk Counties in professional 
journals ; 

c, establish perHonal contacts with per- 
sonnel in variou^^ agencies and organi- 
zations; 

d. maintain channeU of communication 
with- 

1. recipientB of the project, irainerB 
and evaluators'; 

2. other project directors at the bi- 
monthly Adelphi Univer.sity Contin- 
uing Education meetings; 

3. deans of Schools of Nursing and 
Social Work; 

4. key personnel at training sites, 

3. Facility Orientation and ConBuUaiion; 

a. planj coordinate^ and implement a train- 
ing trainers session to develop a cogni- 
tive blueprint for evaluation ; 

b. 'discuss and implement philoFiophy of 
program and identify trainers' responsi- 
bilities; 

c. develop and maintain an ongoing pro- 
gram evaluation with trainers and evaU 
nation consultant ; 

d. actualize the training programs: 

1. appropriate involvement in all as- 
pects of ongoing training. 

4. Correspondence, Recordkeeping, and He- 
ports: 

a. finalize arrangements with variouH 
agencies for training sites; 

^ 92 



b. coordinatu Gvaluation data; 

arrange for planning and implementing 
oUHite visit ; 

d. develop forms for trainee application; 

e. maintain rocords of all expenses; 

f. initiate faculty contracts; 

g. write progress reports and final sum- 
mary; 

h. preparo renewal or expansion, or both, 
of current proposal relevant to evolving 
needs. 

SPECIFIC PROGRAM OBJECTIVES 
(Adelphi Univirslty) 

Specific objectivaH, Specific program objectives 
help participants to: 

L Increase their know^ledge of the psycho- 
social-physiologlcal process of aging with em- 
phasis on how the aged experience themselves 
and their/ problems, 

2, Increase interpersonal competence enabl- 
ing them to establish and maintain meaning- 
ful contact with residents and staff by: 

Understanding: 

• the way one sends and responds to messages, 
or both 

^ different life styles and value systems 

• how feelings influence behavior. 
Developing skill in- 

• listening 

• sharing emotional reactions to planned or 
spontaneous behavior 

• practicing communicating one's feelings and 
ideas in helpful ways, 

3, Increase ability to assess physiological, 
psychological ancPsociological needs, 

4. Become skilled in detecting and prevent- 
ing the maladaptive patterns of the institution- 
alized aged. 

5. Develop an awareness of the special needs 
of those residents presenting problems in insti- 
tutions and provide skilled intervention to 
maintain optimal functioning. 

6, Increase their knowledge and utilization 
of available internal and external resources. 

7. Develop group leadership skills i 

• Sensitivity to group process and dynamics. 

• Techniques for group leaders. 

HOW TO TEACH AND SET UP INSERVICE 
EDUCATION IN NURSING HOMES 
(MasiachUietti Mintal Health ^Cintir) 
CURRICVLim OVTUNE 

Sessiovs 
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1. Introduce quoytionnairo— deHcribc purpOHo 
of evaluation 
II. Establish contract around objectives (aH- 
sumption of administrative support) 
IIL Procedures for netting up inBervicu etluca- 
tion 

A. Information gntherinK=^tyle^4 of ap- 

proach 

* find out what training now exists and 
what han been done in the past by 
informal questioning 

• what kind of things would you like 
to see in the training program if we 
set one up? 

B. Formulate tentative plans for inservice 
program 

1. Who should be trained? 

2. Consideration of lime block re- 
quired (ongoing, weekly, monthly, 
etc., what part of day, Htaff deple- 
tion, adequate coverage) 

3. Some ideas as to purpose and con- 
tent 

4. Vohintary or required attendance 

5. Work time or your own 
Preliminary planning session with ad- 
ministrator and /or Director ot Nur.s- 
ing 

L Discuss tentative plans 
2. Modify plans 

'SesHon 1 V 

IV, Steps in Curriculum Development 

A. Who are the learners? 

B. Their needs and responsibilities 
; Setting of learning objectives 

L What do you want learners to know, 
do, and feel? Differently after 
training? 

2. Examples from groups (from which 
objectives are formed during ses- 
sion) 

Sesmom y-VII 

D, Outlining curriculum in keeping with 
objectives 

1, What do you want them to know 
(explore ideas, focus on objectives) ? 
iu knowledge of aging process 

b, attitudes 

c, interpersonal skills 

d, Nadler*s letter 

2, Focus back on objectives _ _ 

3, Finalize curriculum 93 



i^mdom VllUXi 
V. How to Teach 

A, What is a good teacher? 

Undev what circumstances did you have 
the best learning experience? 
(3. What is the relationship between 
teacher and learner? 

D. Importance of initial climate setting, 

E. Methods— didactic discussion, role play- 
ing, audiovisual aids, etc. 

F. Knowledge and awareness of group 
procesg* 

G. Importance of continuity. 

1. review at beginning 

2, summary at end 
SeMion XII 

Evaluation 

Ohjvcfive^ 
L (How to Set Up) 

A, To understand the procedures involved 
in setting up nursing home in-service 
education program, 

B. To initiate and get underway an inserv- 
ice program during the period of the 
seminar itself. 

TI. (What to Teach) 

A. To understand steps in curriculum 
development, 

To develop a curriculuin f^r umsI in their 
own nursing home instu'vlri' urogram, 
TIL (How to Teach) 

A, To understand the basic philosophy of 
this adult educational model. 

B. To understand the teaching methods 
for the implementation of this model. 

GIVING AND RECEIVING HELP 
(Adelphi University) 

Prepared by Eugene B, Nadler, Ph,D, 

Organizational life, and social life in general, 
reciuires that people help each other. At some 
point every person will find himself in the posi- 
tion of askinff for help from others. At some 
point every person will find himself in the posi- 
tion of hcwfi mkf^d far hdp. We are all very 
familiar with the mvchanical wcaninfj of 
help. _. it means adding a shoulder to whatever 
wheel must be turned. This is not the kind of 
help I want to talk about in this paper. 

The kind of help I am talking about is 
pHychalof/ical help— whm you feel boxed in and 
donH know what to do, or when someone else 
dues, This kind of help is a very complicated 
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thini?. With praclit'u ai)tl Hi^irHiwarennsH, h()W= 
ever, moHt people can cnniu to uiulerHtand it. 

The %vord "Help'* is a little like the word 
*'1ovg''; it has a number of muaninKH. It may 
mean one thin^ to the pursoii aHking for help, 
and another thing to the purHiin being asked. 

What mufht the word **help" mean to the 
person asking for it? 

L When some people Bay "help nie," what 
they mean in "I want you to tell me what I 
want to hear/' Thin is ihu Hvlf^ju^fififinii mean= 
ing. 

2. When Home other people nay ''help me." 
what they mean is 'i want you to take care of 
me/* Thin in the ilrponlvncif meaning. 

3. When stil) other people my ''help me/* 
what they mean in '"I want you tu do my job/' 
Thin h the nnunpnlativv meaning. 

4. And nnally, there are ntill other people 
who, when they say ''help me/' mean ^'I want 
you to make me see ^ome new possibilities so 
that I ean make up my ow^n mind, and grow 
as a person/' Thi^ in the intrrdrpt udcnt mean^ 
ing. 

What mhiht the word **'he!p'* meaii to the 
person being asked for It? 

L When some people get a retpiest for help, 
they think **Here is an opportunity to get sonie^ 
body to like me; I will agree with him/' This 
is the Hclf-Hcrvinfi meaning. 

2, When some other people get a recjuost for 
help, they think *^Here is an opportunity to 
feel important by having someone else lean on 
me/' This is the Hclf^nflatinu meuniiig, 

3, When s^till other people get a request for 
help, they think **TIere is an opportunity to use 
somebody for my own purposes, to get across 
my pet ideas/' Thi^; is the vuntroUhuf meaning, 

4, And finally, there are still other people 
who, when they get a request for help, think 
"Hero is jih opportuiiity to make someone think 
deeply about some new possibilitieH. allow him 
to make up hjs own mind, and mid<e him grow 
on his own into a bettor person/' This in the 
maturv nunming. 

I would like to suggest that the oidy reciuest 
for help that tiualilies as "real" is the inter- 
dependotit request, and the only offer of help 
that is '*real" is the mature olfer. 

Deep down, most people knf)w this. Deep 
down, most people want real helping relation^ 
ships, even when on the siirfacv they soem to 
be asking oidy for agreement, oidy for mother- 
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ing, oidy for manipulation of tlic helper, or 
even when on the surface they only oirer agree- 
ment* or mothering, or euntrol of the person 
asking for help. It in very rare, however, to luid 
someone who wishes to be lielped in the real 
senHe. And it is eciually rare to find Homeone 
who fan reiilly be of help. As a result, we fre- 
ciuently avoid asking foi help, and we fre- 
tpiently avoid trying to give it, 

Whu arc wv afraid to ask ft. rip? 

L We are afraid to admit to uurselves that 
we have problemH, 

2. We are afraid the other person will only 
agree with us, instead of clarifying our mis- 
conceptions, (We are also afraid others will 
disagree.) 

a. We are afraid the other person will make 
us feel like children, instead of helping us to 
bee(mie more adult. 

4. We are afraid the other person will usu us 
for his own purposes, 

I w^Quld like to suggest a new way of looking 
at tins problem of asking for help. I would like 
to HUggest that it takes a Htrong pcrmn to ask 
fen- raid help=a person whu can admit to him= 
self that he has problems, a person who can 
take both agreement and disagreement, a per- 
son who is not afraid to feel like a child fur 
a short space of time, and a person wlio has 
enougli confidence in himself that he is not 
afndd of being used. 

Whji urv. Wv afraid fa (jrvc help^ 

1. We are afraid of hearing about another 
person's problems because thin reminds us that 
we havi> prcjblums too that we may be afraid 
to face, 

2. We have been trappecl before into giving 
advice, not having it accepted, exerting prus-^ 
sure to get it accepted, thus turinng the wOiole 
thing into an argument, and maybe losing a 
friend in the process. 

3. We have been trapped iiito making other 
people loan on us. only to find out later that 
we got muru than wo bargained for, that we 
just didn't want that kind of respunsibility. 

4. We have been trapped before into giving 
lielp for our own purposes, only to have the 
other person eventually rebeh and becumu "un- 
grateful." 

I would like to suggest that it takes a Htrtnifi 
pnsnfi to really be helpful=~a person who is 
not afraid of facing up to problems, In him- 
self or in others, a person who can resist being 
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trapped by liis nsvn mM-fln to ho likotK to feel 
important, or to control (tthur^^, a persnii who 
can resist bein^ trapped by the noodH oi; (ithor?^ 
for a^reonient, or mntliorin^^. or the lU'cd to bo 
doniinatecl by a ijowerful frinnd or loadur, 

Hayond thi^. I oHVr the following fornial huj^- 
gentionH when you aru in a situation nf tryiii^^ 
to be of hulp to otlu'r poopliM 

1, Be i\ ixoi>i\ liHtoner. 



2. Try to mo thinKH through the other per= 
fiiju'^ eyes. 

8. Be sensitive to his feelingH. lliw probloni 
is scarinK hini enough; don*t add to it. 

4, Avoid judgnit?nts and evaluations, like 
**that*s gotul" and "that'j; bad/' ^ 

5, Dttn't jri\i' advice, leather, try to niake him 
thi)ih\ by asking cpiestions about other possi- 
bilities. 



AcJelphi University 

TAnU^ L PROCESS iyi) COSCKPT OF l.EARSING 

By HiUh^jjarde Peplau, ICd.D= Stnnv Clinical A jipi'dacliCH 

to Psjfvlnatrir Xin-i^i}}ff, Burd and ^hirslialb ods. New York: Macniillan, 1963. 

Learning is an active process which utilizer the thinking' and perceiving abilities and knowledge 
previously ac(iuir(Hl U)V three niajor purposes: (1) acciuirinK new knowleclg^e to explain events, 
(2) facilitating^ change, and (3) solving problom^. 



Stops in learning Operations, performance.^, be- ENample.^ of statementH by the nurse to 

iiB a conLept and haviors, j^eparate skills, associated iacilitate development of each ^^tcp in 

as a process with each step in learjiing a patient, in the total seciuonce of the 

(IMajor use of the perceptual process of learnini^ 

processoM^ — ^800, hear, .^niell, touch. 

etc.) 

1. To observe: To see with one's eyes What do you see? 

The ability to To hear What is that noise? 

notice what To feel using empathic observa- Are you uncomfortable? 

went on or tion Do you have something to say to me? 

what goes on To feel using tactile senscH Could I share the thought with you or 

now, i>^ it private ? 



Tell me about yourself* 
. What happened? 

■■■•-^^ I don't follow, 

Tell me, what did you notice? 

You noticed what? 

Did you see thin happen? 

Who was with you? 

When did this occur? 

What is the color? 

Where were you? 

Tell me. 

Then v nat? 

Go 01 

Give a blosv-by-blow description. 
Tell me every detail from the beginning. 

Assumption: The patient can describe the situation as he or she viewed it with encouragement 
and a jg is t a n cc^f r om a person who can focus exclusively on the situation of the puticnt. 

2. To describe: Increased vorbalixation Tell me about the feeling. 

9 3 (Coniinmd) 
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Learning 

' The ability to 
recall unci 
tell the detailH 
and ciiTum- 
stanceH of a 
particulai' event 
or oxperienre. 



To analyze: 
The ability to 
review and to 
work oyer the 
nisv data with 
another perBOiu 



Step 3 may occur 
simultaiieously 
with Step 4, 



Operations 

(freater rnuall 
Enumeratif^n of detailH 
Focus on dolailH of one event 
ObHi»rv(^ patient'?; j^cncral anibig- 
uouH terms for person (s) and 
nurHe'H ([uestion words assisting 
patient to be specific. 

Nurse's 



Patient's 
terms 
L 



Which? 

What are 
their names* 



QueHtion 
Words 

Everybody Who? 
They 
Them 

Technicians 
2, The nurses 

The doctors 
8, The ones 

who work 

from 8=4 

(narrowing) 
4, Miss Jones 

(specific 
name) 

Examples of the kinds of 
analysis used by the nurse. 
Tclentify needs 
Decode key symbols 
Distinjiruish literal and 

liKurativo 
Sort and chissify 

1 . Impressioris 

2. Speculations 

o. Thematic abstractions 

4. Hypotheses 

5, Generalizinp- 
r'ompare 
Summarize 
Scfjuence 

Application of concepts 
Application of personality theor;. 

as a frame of reference 
Formulating relations resultinfr 
frnni the foregoing: 
t. Cause and efTect 
2. Temporal 
Thematic 
4, Spatial 



NursG Statements 

Who, What, When. Which, Where _ 
What name woulcl you ^five to your 

feeling? ' ' 
Tell me more. 
Then what? . - 

Go on, 

Give me an example. 

Who are they? 

What about that? 

For instance? 

Describe that further. 

Give me a blow-by-blow account of that. 

What did you feel at the time? 

What happened just before? 

Which was it? 

Who was the person? 

What did you say? 

What did your comment evoke in the 
other? 



Use nurse statements of observation 

step, as welh 
Explain. 

Help me to understand that! 
What do you see as the reason? 
What was the significance of that 
event? 

What are the common elements in these 

two situations? 
What is the connection? 
Boil this down to the one important 



What caused this? 
What was your part in it? 
In what way did you participate? 
In what way did you reach this deci- 
sion ? 

What caused thin feeling? 

(I expected you at 8:30; you were late; 
that caused my anger.) 

Have you had this feeling before? 

Is there anything similar in this situa- 
tion to your previous experience? 

(Contmiied) 
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TAIUJC L PROmSS AND CONCKPT OF LliARNINC^Cvn, 



Learning 



4. 



To furmulate: 
The ability to 
^ivG form rimy 
structure, to 
reHtatc in u 
clear, direct 
way th^f'on- 
nectioiiH ro- 
suiting from 



(imalyKiB) . 



To validate (by 
conduiisuB) : 
The ability to 
check with 
another person 
and to reach 
agreement as 
to the result of 
Step 4 (Form 11= 
la t ion), or to 

state clearly the 
issue if there is 
divergence in 
the formula- 
tions of the two 
persons. 



To test: The 
a))i]ity to try 
out the result 
of Step 4 (for- 
mulation) in 
situations with 
people, things, 
etc., for utility, 
completeness. 



7. jTo integrate : 
JTha ability tu 
r see the new in 
relation to or 



Operations 

Restatement of data in light of 



Verbal or written result of 
analysis of data 



Checking %vith, comparing notes 
of tw'o or more people 



Pt. : Are you anxious? 

(Ft, trying to validate.) 
N.: (is anxious j No, Tm not. 

Yes, I could say I am. 

What called my anxiety to 

V o u r a 1 1 e n ti o n ? 



Emneshing the new with the old 



Nurse StatementB 

Who, What, Whm. Which, Whore 

State the esHunce of this situation in a 

sentence or so» 
What did you feel? 
What did you think? 
What did you do? 
Toll it to me in a sentence or so, 
Tell me again. 

Was there a dlscreiJancy between what 
you felt, thought, and did? 

VV'hat would you say was the problem? 

What name would you itjvq to the pat- 
terns of your behavior as you inter- 
acted with another person? 

Is this what you mean? 

T.et me restate. Is this what you were 

saying? 
Do you go along with this? 
Is this what you believe? 
It seems that — Ts this the way it ap* 

pears to you? 
Is it that you feel angry w'hen people 

tell you what to do? 
Am I correct in concluding that—? 

Are you saying—? 



(Set up situations where patient can 

try out new behavior patterns.) 
Now that you have thought about this 

and come to this conclusion, why 

don't you try it out? 
What would you do if a situation like 

this came up again? 
In what way can you use this conclusion 

to prevent repeating this mistake? 
In what way will this conclusion help 

you in the future? 
What differenee will. jt inake now that 

vou know this? 



{Continued) 
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Is there a struggle for leaclership? 
What effect does it have on other group 
members? 

Ill Styles of rnfluencG, Influence can take 
many formsp It can be positive or negative ; 
it can enlist the support or cooperation of 
others or alienate them. How a person 
attempts to influence another may be the 
crucial factor determining how open or 
closed the other %vill be toward being in- 
fluenced. Items 10 through 13 are sugges- 
. H tive of four styles that frequently emerge 
in groups. 

10. Autocratic* Does anyone attempt to 
impose his will or values on other 
group members or try to push them 
to support his decisions? Who evalu- 
ates or passes judgnient on other 
group members? Do any members 
block action when it is not moving the 
direction they desire? Who pushes to 
**get the group organized?" 

11. Peacemaker.' Who eagerly supports 
other group members' decisions? Does 
anyone consistently try to avoid con- 
flict or unpleasant feelings from being 
expressed by pouring oil on the 
troubled waters? Is any member typi- 
cally differential toward other group 
members— gives them power? Do any 
members appear to avoid giving neg- 
ative feedback, i.e., who will level only 
when they have positive feedback to 
give? 

12. Laissez faire: Are any group mem- 
bers getting attention by their appar- 
ent lack of involvement in the group? 
Does any group member go along with 
group decisions without seeming to 
commit himself one way or the other? 
Who seems to be withdrawn and un- 

"""" involved; who does not initiate activ- 
ity, participates mechanically and 
only in response to another member-s 
questions? 

18. Democratic^ Doe^ anyone try to in- 
clude everyone in a group decision or 
discussion? Who expresses his feel- 
ings and opinions openly and directly 
without evaluating or judging others? 
Who appears to be open to feedback 
and criticisms from others? When 
feelings run high and tension mounts, 
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which members attempt to deal with 
the conflict in a problem-solving way? 

IV Decwmi-Making Procedures, Many kinds 
of decisions are made in groups without 
considering the effects of these decisions 
on other members. Some people try to im- 
pose their own decisions on the group, 
while' others want all members to partici- 
pate or share in the decisions that are 
made. 

14. Does anyone make a decision and 
carry it out without checking with 
other group members (self-author- 
ized) ? For example, he decides on the 
topic to be discussed and immediately 
begins to talk about it, What effect 
does this have on other group mem- 
bers? 

15. Does the group drift from topic to 
topic? Who topic-jumps? Do you see 
any reason for this in the group-s 
interactions? 

16. Who supports other members- sug- 
gestions or decisions? Does this sup- 
port result in the two members de- 
ciding the topic or activity for the 
group (handclasp) ? How does this 
affect other group members? 

17. Is there any evidence of a majority 
pushing a decision through over other 
members' objections? Do they call for 
a vote (majority support) ? 

18. Is there any attempt to get all mem- 
bers participating in a decision fcon- 
sensus) ? What effect does this seem 
to have on the group? 

19. Does anyone make any contributions 
which do not receive any kinds of re- 
sponse or recognition (plop) ? What 
effect does this have on the member? 

V Task Functions. These functions illustrate 
behaviors that are concerned with getting 
the job done, or accomplishing the task 
that the group has before them, 

20. Does anyone ask for or make sugges- 
tions as to the best way to proceed or 
to tackle a problem? 

21. Does anyone attempt to summarize 
what has been covered or what has 
been going on in the group? 

22. Is there any giving or asking for facts, 
ideas, opinions, feelings, feedback, or 
searching for alternatives? 
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23. Who keeps thn ^roup on target? Who 
prGvents topic-jiiniping or going ofl' 
on tangentB? 

VI Maintenance Fitnctiovs, These functions 
are important to the morale of the group. 
They maintain good and harmonious work- 
ing relationshipH among the members and 
create a group atnioBphere which enables 
each member to contribute maximally. 
They insure smooth and efTective team- 
work within the group. 

24. Who helpM others get into the discus- 
sion (gato openers) ? 

25. Who LailH off others or interrupts 
them (gate closers) ? 

26. How well are members getting their 
ideas across? Are some members pre- 
occupied and not listening? Are there 
any attempts by group members to 
help other.^ clarify their ideas? 

27. How are ideas rejected? How do mem- 
bers react when their ideas are not 
accepted? Do members attempt to 
support others when they reject their 
ideas? 

VII Grmti) Atmosphere, Something about the 
way a group works creates an atmosphere 
which in turn is revealed in a general im- 
pression. In addition, people may differ in 
the kind of atmosphere they like In a 
group. Insight can be gained into the at- 
mosphere characteristic of a group by 
finding words which describe the general 
impressions held by group workers. 

28. Who seems to prefer a friendly con^ 
genial atmosphere? Is there any at= 
tempt to suppress conflict or unpleas- 
ant feelings? 

29. Who seems to prefer an atmosphere of 
conflict and disagreement? Do any 
members provoke or annoy others? 

30. Do people seem involved and inter- 
ested? Is the atmosphere one of work, 
play, satisfaction, taking flight, slug- 
glshness, etc? 

YIll Membershi]). A major concern for group 
members is the degree of acceptance or in- 
clusion in the group. Different patterns of 
interaction may develop in the group 
which give clues to the degree and kind of 
membership, 

31. Is there any subgrouping? Sometimes 
two or three members may consist- 
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tently agree and support each other 
or consistently disagree and oppose 
one another. 

Do some people seem to be **outside" 
the group? Do some members seem to 
be *'mr How are those ^-outside" 
treated? 

Do some members move in and out of 
the group, e.g., lean forward or back- 
ward in their chairs or move their 
chairs In and out? Under what con- 
ditions do they come in or move out? 
Feelings. During any group discussion, 
feelings are frequently generated by the 
interactions between members. These feel- 
ings, however, are seldom talked about 
Observers may have to make guesses based 
on tone of voice, facial expressions, ges- 
tures, and many other forms of nonverbal 
cues. 

34. What signs of feelings do you observe 
in group members: angey; irritation, 
frustration, warmth, affection, excite- 
ment, boredom, defensiveness, compet- 
itiveness, etc? 

85. Do you see any attempts by group 
members to block the expression of 
feelings, particularly negative feel- 
ings? How IS this done? Does anyone 
do this consistently? 

Norms. Standards or ground rules may 
develop in a group that control the behav- 
ior of its members. Norms usually express 
the beliefs or desires of the majority of the 
group members as to what behaviors 
shmdd or sJmdd not take place in the 
group. These norms may be clear to all 
members (explicit), known or sensed by 
only a few (implicit), or operating com- 
pletely below the level of awareness of any 
group members. Some norms facilitate 
group progress and some hinder it, 

86. Are certain areas avoided in the group 
(e,g., sex, religion, talk about present 
feelings in group, discussing the lead' 
€r*s behavior, etc.)? Who seems to 
reinforce this avoidance? How do they 
doit? 

Are group members overly nice or 
polite to each other? Are only positive 
feelings expressed? Do members agree 
with each other too readily? What 
happens when members disagrae? 
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38, Do you seo Tiornis operating about par^ 
ticipation or the kinds of questions 
that are allowed, e.g., ''U I talk, you 
must talk^' ; *'If I tell my problems you 
have to tell your problems.'' Do mum- 
bers feel free to probe each other 
about their feelings? Do questions 
tend to be restricted to intellectual 
topics or events outside of the group? 

ROLE PLAY OF A BEGINNING GROUP 
IN A NURSING HOME 
(Adalphi Univsrslty) 

Goah To help trainees think about how 
groups begin, roles people play in groups and 
the role of the group leader. 

Time Required r One hour. 

Process! Roles are passed out at random to 
9 people. The number may be changed by hav- 
ing. more than 1 of certain roles. Two facilita- 
tor roles are assigned. 

If the class is large the group is divided, with 
an inner circle being the role play and the outer 
circle observing. Observers are asked to observe 
particular participants as well as the total 
group interaction. 

The role play is done twice, with process dis- 
cussion after each experience. The outer circle 
becomes the participants the second time. Fif- 
teen minutes should be allowed for the role 
play and about the same amount of time for 
process discussion. 

Participants do not read their assigned role 
to the group until after the role play has been 
completed. They are instructed to play their 
role any way they feel comfortable and not to 
be afraid to have fun with it. 
Questimw for Discmsion 

1. Did the group interaction seem real? 

2. Do you think we see these various types of 
people in groups? 

3. Was the facilitator helpful to the group 
process? 

4. What are the advantages and disadvantages 
of co-leaders? 

5. What ideas does this give you in thinking 
about how you might begin your own 
group? 

ROLES 

This is the first meeting of a patient group 
whose purpose is to organize a current events 
discussion group* You are a staff member who 



has helped to bring the group together. There 
is one other staff member working wit h you . 

This is the first meeting of a patient group 
whose purpose is. to organize a current events 
discussion group. You are a staff member who 
has a sensitivity to the HOciaUmnoUonal tone of 
the meeting. You try to keep things going 
smoothly and to mediate all possible disagree- 
ments and problems. 

This is the first meeting of a patient group 
whose purpose is to organize a current events 
discussion group. You arc a member who is 
afraid of new ideas and fig) t:s strongly against 
them. You generally react with criticism, dis- 
agreement or hostility. 

' ^slslhe first meeting of a patient group 
whose goal is to organise a current events dis- 
cussion group. You terd to be a very with- 
drawn person, who shows his hostility In 
quietly subtle ways. 

Thislslhe first meeting of a patient group 
whose purpose is to organize a current events 
discussion group. You are a task-orieiited mem- 
ber, anxious to keep the group working on its 
goals and not to be sidetracked. 

This is the first meeting of a patient group 
whose purpose is to organize a current events 
discussion group. You are a pretty self-centered 
member and tend to put personal goals above 

group goals, 

This is the first meeting of a patient group 
whose purpose is to organize a current events 
discussion group. You are a very dependent 
member who tends to look to others for support 
and advice. You may tend to make irrelevant 
remarks. 

Tliis is the first meeting of a patient group 
whose purpose is to organize a current events 
discussioii group. You tend to be quite opinion- 
ated and aggressive about your ideas. 

FAMILY ROLE PLAYi PREADMISSION CRISIS 
(Adilphl Univeriity) 

By Joan Fiorello, M.S„ R.N, 
Situation 

This is a meeting that takes place between 
staff members, a patient, Mrs. Nathanson, and 
membors of Mrs, Nathanson*s family, regard- 
ing her ndmission to a small, private nursing 
home, ^ 
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MRS, NATHANSO!^ 

You are a 75 year ulcl widuwycl JfwiHh woman 
who had a stroke 6 months ago. You can= 
not A^mik but undGrrttiind what Is happening 
around you. You regret the fact that you aiul 
vour husband cut of! all ties with your older 
Hon when ho married a girl fruni a Catholic 
family 20 ycar^^ ago but you do not know how 
to expresB it after all this time, 

NURSE 

You arc a nurRe^empluycd by a small private 
nursing home. You and a social worker come to 
the home of a 74 year old widowed woman who 
had a ntroke G months ago. You and the HOcial 
worker have come to decide whether Jlrn, Na= 
thanHon should be admitted to the Institution 
for which yuu work and to help make the hnan^ 
cial arrangements, 

39 Year oiM SON 

You arc a 39 year old man whose 75 year old 
widowed mother sufTered a stroke 6 months 
ago. You and yxjur younger sister have decided 
she must be placed in a nursing home and re- 
ceive the best uf care. Yuu and your sister have 
paid for around4he^clock help to keep your 
mother at home for suveral months. You arc 
embarrassed about approaching your 41 year 
old successtul rich brother about helping with 
the cost since you have not spoken to him in 20 
years. 

4/ YEAR OLD SON 

You are a 41 year ohi successful business^ 
man. Twenty years ago you were put out of the 
family circle when you niarried a girl from an 
Irish Catholic family. Your Jewish parents 
were very upset and said they never wanted to 
see you again. Over the years you have written 
to your parents but have always received letters 
back unopened. You feel sad and bitter about 
this. 

Your father died several years ago and your 
mother had a stroke . 6 months ago. Your 
brother and sister have recently called to tell 
you this news becaune mother will have to be 
placed in a nursing home. They do not want tf) 
accept ''charity" in the form of Medicare or 
welfare payments but cannot airord to pay the 
costs without your help. 

SOCIAL WORKER 

You are a suciul worker employed by a small 
private nursing home. You and a nurse have 
coma to the home of a 75 year old widowed 



woman who had a stroke G months ago. You 
and the nurse have come to the home to decide 
whether Mrs, Nathanson should be admitted to 
the institution for which you work and to help 
them nuiko the fhiancial arrangementH. 

JT^EAR OLD DAVaHTER 

You are a 37 year old woman with five small 
children whose widowed mother had a stroke 6 
months ago. You and your older brother have 
decided she must be placed in a nursing home. 
You and your brother have asked an older rich 
brother help with the cost. You feel your 
parents were right to throw him out of the 
family twenty years ago when he married a 
Catholic girl against the wishes of your Jewish 
parents. Your approach to him is therefore 
that this is a purely business arrangement and 
does not mean you like him or want him back 
in the family again. 
:i7-YEAR OLD DAEOIITER^IN-LAW 

You are ihe 37 year ohl wife of a successful 
businessman. Twenty years agr) you married a 
nuiu from a Jewish family against the wishes 
of your C^atholic parents. His parents have 
never conmiunicatecl witli you since your mar- 
riage. Your own pareiits have accepted their 
scm^in=law tu a certain extent but relations are 
strained. Recently you have been thinking of 
sei)arating from your husband because of sex- 
ual and other i^roblems. Now that your three 
teetuige children are close to grown up you 
would like to make a new life for yourself. But 
you are not quite ready to leave and feej you 
must help your husband through this episode. 
His brother ami sister have recently ap- 
proached him about helping to pay the cost of 
private nursing home care for their widowed 
invalid mother. 

ROLE PLAY: CHANGE 
(Adelphi University) 

By Joan Fioruilo, M.K„ R,N. 
SITUATION 

Recently several incidents have occurred on 
this geriatric unit. Yesterday a man who has 
been a resident here for a few months threw 
his breakfast tray at the physician and said he 
was not going to eat any more of this cold, 
tasteless food, 

A woman resident who has been here for a 
year has become very (juiet and refuses to eat. 
Last night a newly adnntted man was found 



102 



90 



CONTINriNU KlirCATinN von LnNCNTKUM CARE PUOVIDERS 



tryinsr to han^ hiniHijir from the shower rod 
with his belt. 

You are a 35 yoar old remale hocuiI workeis 
When you came to work at this institution 2 
yearB ago you thought you would be able tn run 
groups and develop relationships with patients. 
You are kept m bmy by paper work and rou- 
tine interview^^ with family members that you 
have not been able to do this. You^l like to ^ee 
some changes but are not sure the nur^^u or the 
mirse assistants can run groups. 

You are a twenty-tw^o year old woman wdio 
works as a nurse assistant on this unit. You 
went to college for 2 years but left when you 
felt what you were learning was not relovant to 
what was happening in the workl You have 
worked as a salesgirb ofHre clerk and for one 
year, at the position you now hokl You like 
working with people and are thinking about 
returning to school to learn how to do a better 
job at it^ You have recontly attended an eight- 
week group process course at a local university 
and would like to start a t^roup on this unit. 
The ofTort^ of the staff nurse who went to the 
course with you have been met with resistance. 
You are thinking about how to proceed. 

You are the head nurse on this 30 bed unit 
You are a 32 year old divorcee. You have some 
ideas about making this a more interesting en- 
vironment for patients and stafT. You really 
need this job because you are the sole support 
of 3 small children. The supervisor and admin- 
istrator have been very helpful to you in work- 
ing out a fleKible schedulo that allows you to 
spend maximum time with your children. 

You are a 60 year old male physician. You 
came to work at this institution 2 years ago be-, 
cause you thought it would be ^ui easier job 
than your full time private practice. You are 
planning to retire and move to Florida at^ the 
end of next year and want things to continue 
without any big problems until then. You be^ 
lieve the elderly people in your care should be 
treated kindly and taken care of until they die. 
They have worked hard and should bo allo%ved 
to take it easy for the rest of their lives without 
any responsibilities. 

Several of your friends have died recently. 
You had a mild heart attack 5 years ago and 
are trying to live quietly, You are afraid of 
dying in pain and dying before you can enjoy 
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your retirement but you are ashamed of these 
fillings and don't want to talk about them* 

You arc the administrator of this institu- 
tion. You are a 50 year old man. You have been 
invited to this team meeting by the head nurse. 
You would like to do what*s best for patientB 
and staff but have some connicttng feelings 
about the risks involved in allowing the rcsi- 
(U'nts more responsibility for their own care. 

You are a 75 year old man who has been a 
resident of this unit for 2 years since you had a 
stroke. You can get around in a wheelchair. 
You have been elected to represent the resi- 
dents at this unit meeting. You ran your own 
haberdashery business for 30 years before rc-^ 
tiring 15 years ago and were active in conimu^ 
nlty groups. 

You are the staff nurse on this unit. You are 
a 45 year old woman who returned to work 
throe years ago after being away from work 
and raising a family for 15 years. Now that 
your children are older you would like to do 
something interesting and rewarding yourself. 
You like working here but think you and other 
staff should spend more time with patients. Re- 
cently you and a nurse assistant from this unit 
have taken a course in group process. You 
would like to start a group with patients on 
this ward: You have made a few attempts but 
other staff members have b^en discouraging 
and you aren't sure of wdiat to do next. Maybe 
this meeting is a good opportunity to try again. 

Y'^ou are a 29 year old woman who is the di- 
etician for this unit. You are not too sure why 
you were invited to this meeting but are inter- 
ested in the patients and try to listen to their 
complaints and requests with an open mind. 
You have the vague feeling that often the com- 
plaints about food are not what the real prob- 
lem is but don*t know what to do about it. 

You are a 45 year old male psychologist. You 
have a large private practice. You work for 
this institution four hours a week. You are not 
really interested in working with elderly peo- 
ple, they remind you of your aging parents and 
your problems with them. You are ambitious 
and believe that having this job listed on your 
resume will help your career wuth all the recent 
interest in the aging person. Sometimes you 
function as mediator In the team when differ- 
ing points of view are expressed, ^ _ 



